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This  is  a  report  of  the  Montana  Mental  Disabilities 
Board  of  Visitors  on  the  Boulder  River  School  and  Hospital 
conducted  on  August  24,  1977.   This  Board  visit  was  conducted 
by  Dr.  Rummel ,  Patricia  Boedecker,  Al  Bertelsen  and  Kelly 
Moorse.  The  purpose  of  this  visit  was  to  orient  the  nev; 
Board  metubers  and  staff  person  v/ith  the  Boulder  River  com- 
plex and  to  review  concerns  arising  from  the  last  visit  of 
the  Board  of  Visitors  made  on  April  12-24,  1977. 

After  this  report  is  presented  to  the  Superintendent  of 
the  Boulder  River  School  and  Hospital,  it  shall  be  made  a 
part  of  the  annual  report  of  the  Board  of  Visitors  to  the 
Honorable  Governor  of  the  State  of  Montana. 


BOARD  OF  VISITORS  REVIEW  OF  THE  BOULDER  RIVER  SCHOOL  AND  HOSPITAL 


August  24,  1977 
I 


Several  administrative  and  organizational  modifications 
have  taken  place  at  Boulder  River  School  and  Hospital  since 
the  last  Board  visit  of  April,  1977.   The  names  of  four 
departments  were  changed  to  more  accurately  reflect  their  ser- 
vice.  These  include  the  Administrative  Services  Department, 
formerly  Resident  Operations;  the  Fiscal  Services  Department, 
formerly  the  Medical  Services  and  Treatment  and  Evaluation 
Departments.   As  a  result  of  this  re-organization,  som.e  of  the 
deficiencies  noted  previously  by  the  Board  of  Visitors  seem  to 
be  improving . 

With  the  improved  organization  of  the  Resident  Services 
Department,  which  nov/  includes  all  services  involving  education, 
recreation,  communications,  psychology  and  social  services, 
there  are  at  leasU  avenues  for  better  communication  and  resident 
treatment  between  this  department  and  the  Habilitation  Depart- 
ment.  The  personnel  of  these  two  departments  appear  to  be  coop- 
erating in  carrying  out  unified  activities  for  the  residents. 
Treatment  plans  for  the  residents  seem  to  be  implemented  within 
the  cottages  much  more  than  previously.   It  should  be  noted, 
however,  that  it  is  still  difficult  to  trace  the  resident's 
training  program  in  several  of  the  cottages,  as  the  master 
schedule  boardb  had  rot  been  updated  and  v;ere  in  disarray. 

The  re-organization  includes  the  future  use  of  a  computer- 
ized data  base  system.   With  this  system,  complete  staffing 
for  each  resident  v/ill  be  reviewed  monthly.   The  Board  of 
Visitors  feels  this  programming  should  improve  the  development 
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of  treatment  plans  and  their  implementation. 


Medical  Services 


The  Health  and  Medical  Department  is  now  becoming  more 
involved  in  each  resident's  total  treatment  program.   The 
administration  reports  that  a  representative  from  this  depart- 
ment offers  input  into  each  Individual  Habilitation  Treatment 
meeting.   This  was  not  the  standard  procedure  in  the  past. 
Medications  are  no  longer  being  prescribed  without  full  know- 
ledge of  a  resident's  activity  and  training  program. 

The  Board  of  Visitors  continues  to  express  concern  regarding 
the  practice  of  "bunching"  or  "batching"  of  medication.   This 
is  not  a  standard  medical  procedure  and  the  past  Board  report 
recommended  that  this  practice  be  terminated. 

The  administration  arid  medical  staff  of  the  Boulder  River 
School  and  Hospital  expressed  a  need  for  a  Clinical  Director 
at  their  institution.   The  administration,  along  with  the 
Department  of  Institutions  have  initiated  many  attempts  to 
locate  such  a  qualified  person.   The  Board  of  Visitors  urges 
the  administration  to  hire  a  Clinical  Director  as  soon  as 
possible. 

In  touring  the  hospital,  the  Board  viewed  the  operations 
of  a  recently  leased  EKG  machine,  which  operates  through  the 
telephone  system.   This  machine,  through  a  feed-back  system 
stationed  in  California,  is  able  to  trace  any  abnormalities 
of  a  patients'  cardiac  system  within  ten  to  fifteen  minutes. 
In  the  near  future,  the  hospital  hopes  to  have  the  similar 
services  of  an  EEC  machine. 
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Physical  Plant 

The  physical  condition  and  appearance  of  Boulder  River 

i 

School  and  Hospital  is  somewhat  improved  over  the  last  months, 
however,  there  are  still  inadequacies.   Tv/o  specific  areas 
which  need  to  be  given  attention  are  the  laundry  facilities 
and  the  unsafe  electrical  fixtures  in  the  cottages. 

With  delays  in  the  construction  of  the  laundry  facilities, 
the  cost  has  now  made  it  prohibitive  to  build.   The  equipment 
in  the  laundry  room  includes  several  extremely  old  pieces  of 
equipment,  for  which  parts  are  no  longer  available.   V/ith  the 
expertise  of  the  laundry  maintenance  supervisor,  parts  are 
taken  from  one  or  more  pieces  of  equipment  to  maintain  the  use 
of  better  machines.   The  condition  of  this  equipm.ent  has  re- 
sulted in  overtime  for  both  the  supervisor  and  the  laundry 
employees,  in  order  to  meet  the  essential  laundry  needs. 

In  visiting  the  cottages,  the  Board  noted  a  number  of  un- 
safe electrical  fixtures.   Several  light  shades  were  unprotected 
and  in  many  cases,  broken.   V/ithout  protective  screening,  there 
is  no  assurance  that  residents  v/ill  not  stick  objects  or  fingers 
into  the  open  electrical  sockets.   The  Board  feels  unbreakable 
protective  shields  should  be  placed  over  all  light  bulbs,  in 
order  to  protect  both  the  residents  and  the  staff. 

Placements 


From  June  to  August  of  this  year,  twenty  seven  develop- 
mentally  disabled  patients  from  Galen  State  Hospital  and 
Warm.  Springs  State  Hospital  were  placed  at  the  Boulder  River 
School  and  Hospital.   Additional  placement  for  these  patients, 
inappropriately  housed  at  Galen  and  V/arm  Springs,  will  continue 
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throughout  the  next  several  months.   The  staff  of  the  Boulder 
School  noted  that  these  patients  are  more  capable  of  caring 
for  their  needs  than  v;as  stated  in  their  past  files.   These 
records  also  lacked  after-care  treatment  plans  and  thorough 
medical  information.   With  the  training  services  offered  by 
the  Boulder  River  School,  the  Board  urges  that  individual 
treatment  programs  be  developed  for  these  persons  within  the 
thirty  days  as  required  by  law,  so  that  further  potentials 
may  be  realized  by  these  individuals.  (Section  38-1222,  R.C.M) 

Staff  Training 

The  restrictions  of  the  Montana  Legislature  on  out-of-state 
travel  have  forced  undesirable  reductions  in  staff  training. 
Continuing  education  for  the  staff  of  the  Medical  Department 
and  for  the  staff  who  provide  in-service  programs  often  re- 
quires attendance  at  out-of-state  workshops  and  conferences. 
With  such  a  budget  cut,  the  Board  of  Visitors  feels  this  v/ill 
have  a  regressive  effect  on  the  Boulder  complex. 
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In  accordance  with  the  Developmental  Disabilities  Act 
of  1975,  Title  38,  Chapter  12  of  the  Revised  Codes  of  Montana 
1947,  the  Mental  Disabilities  Board  of  Visitors  issues  this 
report  on  Boulder  River  School  and  Hospital.   Conducting 
this  site  visit  were  Board  members:   Al  Bertelsen,  Patricia 
Boedecker ,  Virginia  Kenyon,  Dr.  Fran  Rummel,  and  Dr.  Frank 
Seitz;  along  with  the  Board's  staff  person,  Kelly  Moorse. 
Accompanying  the  Board  were  in-state  consultants:   Dr. 
William  J.  Docktor,  Clinical  Pharmacist,  Missoula,  Montana; 
Dr.  Charles  Horejsi,  Professoi'  of  Social  Work,  Missoula, 
Montana;  and  Mr.  Larry  Holmquist,  M.S.,  Education  consultant 
from  Bozeman,  Montana. 

The  Board's  report  is  based  on  a  two-day  site  visit, 
involving  interviews  with  the  staff  and  the  following 
administrators:   Mr.  Bill  Conyard  ,  Superintendent;  Dick 
Heard,  Assistant  Superintendent,  Rusty  Redfield,  Resident 
Services  Director;  Tom  Dolan,  Administrative  Services; 
Tim  Plaska,  Habilitation  Department;  Gerald  Butcher, 
Resident  Support;  Dr.  Santos  and  Margaret  Keating,  R.N., 
of  the  Health  and  Medical  Services  Department. 

In  addition  to  reviewing  the  residential  facilities 
[38-1232  (3)  R.C.M.,  1947],  a  random  sampling  of  patient 
fil,  es  were  examined  for  individual  habilitation  plans 
[38-1222  (7),  38-1232  (4)  R.C.M.,  1947]. 


This  report  prepared  for  the  Honorable  Governor  oi  the 
State  of  Montana  will  also  be  presented  to  the  Superintendent 
of  Boulder  River  School  and  Hospital  and  to  the  Director  of 
the  Department  of  Institutions.   Highlights  of  this  report 
shall  be  made  part  of  the  Annual  Report  of  the  Board  of 
Visitors  to  the  Honorable  Governor  of  the  State  of  Montana. 


Board  of  Visitors  Review  of 
Boulder  River  School  and  Hospital 
June  12  and  13,  1978 

ENVIRONMENT  [38-1232  (3)  R.C.M.,  1947] 

Concerns  regarding  the  physical  plant  (which  were  noted 
in  the  Board's  last  report  of  August  24,  3977)  have  been 
corrected.   With  regard  to  the  electrical  fixtures, 
protective,  unbreakable  screening  has  been  used  to  avoid 
injury  to  residents  and  staff.   In  addition,  the  laundry 
re-modeling  project  is  underway  and  the  plant  is  being 
readied  for  the  installation  of  new  laundry  equipment. 

Other  improvement  projects  include:   1)  the  interior 
painting  of  the  cottages.   Cottages  ten  through  fifteen 
have  not  had  an  overall  painting  since  1970;  cottages  three 
and  five  since  1974.   The  cheery,  warm  colors  are  a  welcome 
change  from  the  usual  "institutional"  choices.   2)   Cottages 
one,  two,  and  four,  which  have  been  vacated  for  some  time, 
will  be  demolished  soon.   The  Board  of  Visitors  has  been 
assured  that  all  precautions  will  be  taken  to  protect  the 
residents  during  this  project,   3)   Phase  II  of  the  Hospital 
re-nodeling  project  will  move  the  laboratory  and  meet  the 
necessary  Life  and  Safety  features  required  in  the  non- 
ambulatory unit. 
Def icienc  ies  : 

1.   During  the  site  visit,  the  Board  and  its 
consultants  noted  that  in  cottages  three,  ten,  twelve,  and 


fourteen,  toilet  paper  is  not  available  to  the  residents. 
Because  a  few  residents  stuffed  paper  in  the  toilets,  all 
cottage  residents  are  denied  access  to  toilet  paper  and  in 
some  cottages  soap  was  also  not  accessible.   According  to 
the  Board's  consultant,  Dr.  Horejsi,  this  is  a  violation 
of  the  normalization  principle.   [38-1222  (1)  R.C.M.]   (See 
Appendix  A.)   It  should  be  noted  that  in  cottage  eleven, 
comparable  to  the  other  cottages,  toilet  paper  was  being 
used  appropriately  without  major  problems. 

^    2.   The  warehouse  did  not  have  any  women's  underwear, 
therefore,  most  of  the  residents  in  cottag^e  eleven  did  not 
wear  any. 

3.  There  is  extensive  movement  of  vehicles  around 
the  cottages,  including  the  food  trucks  and  buses.   In  many 
cases,  they  back  up  during  the  process  of  stopping  at  each 
cottage.   Backing  up  of  any  vehicle  which  has  limited  vision 
should  not  be  permitted. 

4.  Some  of  the  furniture  in  the  day  rooms  of  the 
cottages  is  damaged,  and  in  some  cases,  unfit  for  use. 
Cottages  ten  and  eleven  have  acquired  a  more  durable,  water- 
proof type  of  furniture  which  appears  to  meet  the  needs  of 
the  residents  much  better. 

5.  The  batlirooms  in  cottages  three  and  ten  were 
extremely  dirty. 

6.  In  observing  the  meal  time  procedure  for  the 
cottages,  the  resident's  hands  were  never  washed  prior  to 
eating.   This  behavior  was  not  requested  of  the  residents, 
nor  were  hands  washed  for  those  unable  to  do  so. 
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ADMISSIONS  -  PLACEMENT   [38-1209  (2),  (5),  R.C.M.,  1947] 
De  f ic 1 enci  e  s  : 

1.  A  review  of  resident  records  by  the  Board 
and  its  consultants  indicated  that  only  some  residents 
have  proper  documentation  for  cou7"t  commitment.   In  the 
past  six  months,  the  Board  has  reported  to  the  administra- 
tion on  over  fifty  residents  who  either  have  no  court  order 
or  whose  court  order  has  expired.   The  administration  stated 
that  they  are  working  with  the  necessary  people  in  order  to 
correct  this  matter. 

2.  The  cottage  supervisors  noted  that  there  are 
several  residents  within  the  institution  who  can  function  at 
a  level  consistent  with  a  community  group  home.   However, 
these  persons  have  not  been  placed  because  of  the  lack  of 
vacancies  within  group  homes.   (Six  residents  in  cottage  5, 

3  residents  in  cottage  55,  2  in  cottage  53).   Such  delays  in 
moving  these  persons  to  the  least  restrictive  environment 
[38-1222  (2)  R.C.M.,  1947]  means  that  the  sixty  developmen- 
tally  disabled  persons  presently  at  Warm  Springs  will  not 
benefit  from  the  treatment  and  services  offered  at  Boulder 
River  School  and  Hospital.  — 
RECORD  KEEPING  [38-1223  (1-17),  R.C.M.,  1947] 

In  reading  through  the  records  in  the  cottages,  one 
quickly  concludes  that  documentation  is  scattered  among 
several  different  files.   In  order  to  gain  an  overview  of 
the  resident's  present  level  of  functioning,  it  was 
necessary  to  review  four  to  six  separate  folders.   The  one 
exception  to  this  was  the  record  keeping  system  in  16A, 
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the  non-ambulatory  unit.   Most  of  the  iiif  orma  ti  on  in  this 
unit  Kas  kept  in  a  large  indexed  binder  which  provided 
easy  tracking  of  information. 

The  record  keeping  system,  according  to  the  consultants, 
was  f  rat^mented  ,  unwieldly,  disorganized,  and  contained  data 
ranging  from  irrelevant  to  important.   Statements  such  as 

" had  a  good  night",  and  " was  a  good  boy  today" 

are  examples  of  some  of  the  useless  information  being  noted 
everyday  for  several  weeks  at  a  time. 

In  reviewing  the  medical  records,  the  Board's  consultant, 
William  Docktor  stated  that  to  find  all  the  information 
needed  to  evaluate  or  review  drug  therapy,  it  was  necessary 
to  look  in  at  least  five  sections  of  the  record,  located 
in  two  different  buildings,  the  cottage  and  the  medical 
records  department. 

Def i  c  i  enci  es : 

1.  The  file  review  revealed  that  some  information 
kept  in  the  files  had  no  dates.  The  information  could  have 
been  several  years  old  or  done  last  week.   This  was  noted 

in  cottages  three,  ten,  and  twelve.   The  dating  of  information 
is  significant  for  cottage  staff  and  review  agencies  when 
evaluating  programs. 

2.  With  the  lack  of  organization  in  the  filing 
system,  much  of  the  information  is  not  effectively 
transmitted  to  the  Habilitation  Aids  I  and  II 's.   This 
fact  was  noted  by  almost  all  of  the  cottage  supervisors 
the  Board  spoke  with. 
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(This  factor  is  significant  when  one  takes  into  consideration 
the  turnover  rate  of  Habiiitation  Aid  I's  this  fiscal  year 
is  in  excess  of  one  hundred  percent.) 

3.   It  is  difficult  to  "track"  the  planning  for 
and  care  of  a  resident  when  froin  four  to  six  different  file 
folders  are  kept  on  an  individual.   For  example,  cottage  five 
has  five  different  sources  of  patient  data:   (a)  the  green 
folder,  which  contains  medical  information  used  by  nurses  in 
the  cottage;  (b)  the  brown  folder,  which  is  used  by  the  aides 
and  contains  progress  notes,  seizure  records,  clothing,  gifts, 
and  correspondence;  (c)  the  clipboard,  which  includes  the 
formal  programs  in  the  cottage,  the  needs  and  priorities, 
the  language  files  and  other  program  data;  (d)  two  cardex 
systems,  the  first  of  which  records  medication  and  documents 
the  administration  of  drugs  while  the  second  includes  a 
patient  cardex  which  has  the  daily  schedule  for  each 
resident;  (e)  past  records  which  are  contained  in  a  file 
cabinet.   The  Board  noted  that  filing  systems  and  the 
number  of  different  files  varied  in  each  cottage. 

4.   An  example  of  a  potentially  serious  error  was 
found  by  the  Board's  consultant,  William  Docktor.   The 
cardex  file  for  resident  number  907  (see  Appendix  B)  was 
not  changed  v<rhen  the  dosage  of  thioridazine  was  changed. 
Since  the  intent  of  the  cardex  is  to  provide  the  daily  care 
plan,  it  can  be  assumed  that  the  "old"  dosa,<>e  was  still  being 
given.   William  Docktor  further  stated  that  if  a  physician 
sees  no  response,  he  may  increase  the  dosage  and  an 
overdosage  may  occur. 
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5.   Tt  appearfj  that  an  aller^'/^y  history  is  recorded 
only  when  an  allergy  is  present.   A  documented  negative 
statement  is  equally  important.   No  history  of  adverse 
drug  reactions  was  recorded  in  the  files  reviewed  by  the 
Board's  consultant. 
HABILITATION  [38-1222  (I-IO)  and  38-1232  (3)  R.C.M.,  1947) 

The  interdisciplinary  team  which  determines  a  resident's 
needs  and  course  of  habi 1 i t at i on ,  has  not  met  since  May  of 
1978.   The  exception  has  been  in  evaluating  emergency 
admissions  and  thirty-day  evaluations.   The  administration 
stated  they  are  re-organizing  this  process  in  hopes  to 
stream-line  the  procedure  by  which  a  resident  is  evaluated. 
In  addition  to  the  fact  that  the  development  of  an 
individualized  habilitation  plan  (IHP)  is  complex  and  time 
consuming,  the  administration  stated  that  the  shortage  of 
clerical  staff  has  created  further  problems,  especially  in 
getting  the  finalized  IHP  to  the  cottages  and  the  files. 
In  some  cases,  this  delay  has  been  from  three  to  four 
months . 

With  regard  to  aversive  treatment  programs  [38-122  7, 
R.C.M. ,  1947]  the  Board  and  its  consultants  noted  that  the 
three  cottages  which  make  up  the  Intensive  Treatment  unit 
are  providing  the  best  documentation  of  such  programs  with 
regard  to  base-line  data,  treatment,  and  resulting 
mod  i  f  i  ca t  ions . 

Def ic  i  enc  i  es  : 

1.   Even  though  the  staff  at  Boulder  River  School 
and  Hospital  is  aware  of  the  problem,  it  must  be  pointed 
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out  that  the  IHP  process,  including?,  review,  is  in  violation 
of  state  law.   [38-1222  (7)  and  38-1223  (6)  R.C.M.,  1947], 
Many  of  the  IHP's  reviewed  were  two  years  old  and  there 
was  no  current  update  contained  in  the  files.   The  follov/ing 
examples  give  the  resident  number  and  the  dace  of  the  last 
individualized  habilitation  plan:   #257  -  March  2,  1976; 
#392  -  July  22,  1976;  #772  -  November  3,  1976;  #420  - 
February  2,  1976;  #941  -  March  24,  1975;  #333  -  March  25, 
1976;  #328  -  April  22,  1976;  #1269  -  June  29,  1976;  #499  - 
April  1,  1976;  #539  -  December  23,  1975;  and  #548  -  March  16, 
1976. 

2.  According  to  the  Board's  consultants,  there  is 
little,  if  any,  ongoing  coordination  of  the  IHP  by  a  single 
individual.   [38-122  (6)  R.C.M.,  1947]   Dr.  Horejsi  stated 
that  unless  one  person  is  responsible  to  see  that  all 
parties  to  the  IHP  actually  do  what  they  have  "planned"  to 
do  with  and  for  a  particular  resident,  the  IHP  is  little 
more  than  paper  work. 

3.  In  some  cottages  (ten,  eleven,  fifty-three, 
fifty-five  and  sixty-seven)  the  IHP  document  is  not  being 
used.   The  staff  in  these  cottages  are  designing  their 
own  informal  IHP  without  input  from  the  interdisciplinary 
team.   The  Board's  consultant  in  reviewing  this  matter  did 
not  criticize  the  programming,  as  positive  results  were 
seen.   It  does  suggest  that  some  further  communication 
within  departments  and  cottages  could  take  place. 

4.  Although  each  resident's  daily  programming 
and  activities  are  displayed  prominently  on  the  Master 
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Scliedule  Board  of  each  cottaf-.e,  tlie  Board  and  its  consultants 
observed  that  such  scheduling  is  not  always  being  carried 
out.   This  was  noted  in  cottages  three,  five  and  ten. 
Such  a  factor  is  not  surprising  with  a  staff  ratio  of 
eight  residents  to  one  staff,  therefore,  a  minimum  of  four 
staff  on  at  any  one  time  during  the  morning  and  afternoon 
shi  f t  s . 

5.   According  to  the  Board's  consultant,  Larry  Holmquist, 
the  building  used  for  education  is  inadequate.   Re-mcdeling, 
especially  in  the  audiology  area  should  take  place  in  order 
to  meet  the  needs  of  the  residents  and  the  staff. 

6.   The  Board's  review  indicated  there  ai-e  a 
large  number  of  behavior  intervention  programs  for  the 
residents  at  Boulder  River  School  and  Hospital.   [38-1227 
(4)  and  38-1232  (2)  R.C.M.,  1947].   For  example,  there  are 
twenty  behavior  intervention  programs  for  thirty-two 
residents  in  cottage  eleven;  fourteen  behavior  intervention 
programs  for  twenty  residents  in  cottage  fourteen.   All 
these  programs  are  being  done  in  addition  to  the  other 
services  with  a  staff  ratio  of  eight  residents  to  one  staff. 
It  seems  clear  that  there  needs  to  be  a  decrease  either  in 
census  or  an  increase  in  staff  if  these  behavior  programs 
are  to  be  effective  and  appropriately  monitored. 

NORMALIZATION  [38-122  R.C.M.,  1947] 

Most  violations  of  the  normalization  principle  in  the 
cottages  are  caused  by  a  lack  of  individualization.   Too 
many  decisions  are  made  on  the  basis  of  the  "lowest  common 
denominator"  rather  than  the  resident's  abilities,  needs. 
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and  wants.   An  example  o^    (rhls  is  when  all  residents  are 
denied  soap  because  a  few  misuse  it.   One  must  also  raise 
the  question  about  a  standard  wake-up  time  for  all 
residents  (ex.,  6:30  a.m.  in  cottage  13).   While  all  get 
up  at  6:30  a.m.,  one-half  eat  breakfast  between  7:00  and 
7:3  0  a.m.  and  the  others  between  7:30  and  8:00  a.m. 
Needless  to  say,  shift  eating  based  on  the  needs  of  the 
kitchen  staff  rather  than  the  needs  of  the  residents  is 
also  a  deviation  from  the  usual  or  "normal"  way  people 
eat  in  our  country. 

The  Board  of  Visitors  is  aware  of  how  hard  it  is  to 
adhere  to  the  normalization  principle  within  an  institu- 
tional setting.   Yet  normalization  is  a  standard  in  the 
legislation  and  efforts  should  be  made  to  adhere  to  this 
principle. 

LABORATORY 

The  laboratory  is  a  small  lab  capable  of  performing 
basic  tests  in  hematology,  chemistry  and  microbiology. 
The  laboratory  work  which  would  be  required  appears  to 
be  available.   With  the  hospital  remodeling  project,  the 
laboratory,  which  has  been  in  a  temporary  area,  will  be 
moved.   This  move  will  correct  the  deficiencies  outlined 
by  the  Board  of  Health  and  Environmental  Sciences  during 
their  review  of  October,  1977. 

The  ability  of  this  laboratory  to  do  drug  concentrations 
in  blood  is  a  useful  and  necessary  asset,  according  to  the 
Board's  consultant,  William  Docktor.   The  laboratory 
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routinely  does  phenobarbi tal ,  phenytoin,  e tho suximlde , 
primidone,  and  ca rbamazepine  levels,  all  anticonvulsants. 
Other  drug  levels  are  required  on  rare  occasions  and  can 
be  sent  out  for  reports.   Anticonvulsant  levels  are  done 
for  most,  if  not  all,  residents  who  are  receiving  these 
drugs  on  a  monthly  basis. 

Spectrophoto metric  assay  procedures  are  used  for  each 
of  these  drugs.   Most  spec t rophot ome t ri c  assays  are  not 
entirely  specific  and  various  other  substances  might  also 
be  measured  by  these  procedures.   This  may  account  for  some 
of  the  variations  v>7ithin  an  individual  which  are  seen.   The 
necessary  instrumentation  needed  to  provide  more  specific 
assays  is  expensive  and  requires  much  quality  control 
(which  means  personnel  time  and  money).   The  Board's 
consultant  stated  it  is  therefore  reasonable  to  continue 
using  spec trophot ome t ric  assays  until  better,  reasonably 
priced  procedures  become  available. 

PHARMACY 

Overall,  the  pharmacy,  according  to  the  Board's 
consultant,  William  Docktor,  provides  an  efficient  up-to- 
date  distribution  system  for  drugs.   The  pharmacy  profile 
provides  a  very  useful  record  of  medication  received  by  a 
resident  during  his  stay  at  Boulder  River  School  and 
Hos  pi  tal  . 

Of  the  295  residents,  212  receive  some  medication  on  a 
regular  basis,  with  thirty-five  (35)  of  these  receiving 
psychotropic  medication  (excluding  anticonvulsants). 
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There  are  currently  130  residents  with  seizui'e  disorders 
who  receive  medication. 
De  f ic  i  enc  ies  : 

1.  The  storage  boxes  for  the  medication  should  be 
more  clearly  labeled.   The  present  cardboard  boxes  have 
writing  on  them  and  the  drug  name  and  strength  is  written 
over  this  writing.   There  is  the  potential  of  misreading 
the  se  boxes . 

2.  TFiere  is  much  duplication  and  the  increased 
possibility  of  error  in  transcribing  the  information  from 
the  pharmacy  profile  to  the  card  used  to  fill  the  unit  dose 
carts  . 


PHYSICAL  THERAPY 

The  physical  therapy  department  operates  on  an  annual 
budget  of  one  hundred  dollars  for  travel,  five  hundred 
dollars  for  equipment  and  repairs,  and  six  thousand  dollars 
for  special  equipment  alterations.   There  is  a  staff  of  two 
registered  physical  therapists,  seven  assistants,  and  one 
special  equipment  person. 

Although  most  equipment  needed  is  present,  a  larger 
budget  for  travel  to  workshops  and  additional  monies  for 
special  equipment  is  needed  for  this  department. 

Def  ici  ency : 

__  >  1 .   Six  staff  members  on  ward  16C  (the  non- 
ambulatory unit)  have  left  employment  because  of  back 
injuries  in  the  last  six  months.   There  appears  to  be 
little  instruction  in  lifting  and  body  mechanics  available 
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to  staff  on  this  ward  because  of  a  lack  of  physical 
therapists  time  for  such  staff  education. 

MEDICAL  [38-1222  (7);  38-1223  (1),  (5),  (9),  (13),  (17); 
38-1226  ,  R.C.M.  ,  1947 ] 

At  the  time  of  the  Board's  site  visit,  only  two  of  the 
twerty-two  beds  were  occupied.   The  nursing  staff  stated 
that  the  usual  census  averages  eight  or  nine  patients. 
Discussions  with  the  staff  described  the  use  of  the 
hospital  mainly  as  an  infiimary  for  the  treatment  of  upper 
respiratory  and  other  minor  illnesses  of  the  residents. 
Overall  it  appears  that  the  hospital  is  larger  than  . 
necessary.   Data  concerning  the  cost  of  operating  the 
hospital  was  not  readily  available,  according  to  the 
administration,  since  these  costs  are  included  in  the 
total  operational  plan  of  the  facility. 

Def ic  i  enci  es  : 

1.  There  is  still  no  clinical  director  for  the 
Health  and  Medical  Services  Department.   This  was  reported 
in  the  August,  1977  report  of  the  Board  of  Visitors.   The 
job  description  for  this  position  is  found  in  Appendix  C. 

2.  A  number  of  staff  people  (cottage  supervisors, 
habilitation  aides  I,  II  and  IV's,  social  service  personnel 
and  persons  from  the  Nursing  department)  expressed  concern 
over  the  high  numbers  of  residents  with  ulcers.   The  Board 
of  Visitors  was  not  able  during  this  site  visit  to  establish 
this  number  as  unusually  high  and  feels  this  matter  should 
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be  studied  more  carefully  by  the  Health  and  Medical  Services 
department.   If  it  is  high,  causes  should  be  sought. 

3.  The  Board  and  its  consultants  question  the 
number  of  surgeries  being  performed  at  Boulder  River  School 
and  Hospital.   The  hospital  is  not  accredited  by  the 
National  Accrediting  Council.   It  would  seein  that  needed 
surgery  could  be  performed  at  accredited  hospitals  within 
easy  transport  distance  from  Boulder.   This  would  save  the 
expense  of  bringing  a  surgical  team  to  the  institution,  the 
expense  of  the  equipment,  maintaining  a  sterile  roo:n  and 
therefore  provide  space  for  other,  more  needed  activities. 
(An  example  would  be  the  skilled  nursing  facility  the 
administration  is  considering.) 

In  the  past  year  and  a  half,  at  least  sixteen  residents 
have  been  operated  on  for  hiatal  hernias.   This  procedure  is 
to  reduce  the  inhalation  of  food  particles  into  the 
respiratory  tract  and  in  turn  to  decrease  the  incidence  of 
upper  respiratory  infection.   According  to  the  consultation 
sources  available  to  the  Board,  surgery  is  not  the  method 
of  choice  for  the  treatment  of  hiatal  hernias.    At  the 
tine  of  the  site  visit,  an  audit  as  to  the  results  of  the 
hiatal  hernia  surgery  was  being  performed  by  the  nursing 
department.   The  Board  is  hopeful  that  this  activity  is 
on-going  and  that  the  results  are  put  to  good  use. 

4.  The  only  medical  histories  present  were 
physical  examinations.   The  data  recorded  at  the  time  of 
examinations  is  sketchy.   [33-1223  (5)  R.C.M.,  1947]   The 
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indi  vidua],  habiiitacion  plan  (I  HP)  gave  only  a  brief 
sum.-nary  of  the  residents'  medical  condition.   In  those 
records  reviewed,  there  was  no  evidence  of  a  physician 
present  during  the  interdisciplinary  meeting  to  plan  the 
IHP. 

5.   There  were  many  instances  were  indications  for 
prescribed  drugs  were  not  explicitly  stated  (#1179,  1279, 
471,  907,  and  490).   The  Board's  consultant,  William  Docktor , 
stated  that  in  one  case  it  could  be  considered  questionable 
therapy.   See  #907,  Appendix  B. 

In  another  resident,  #471,  the  diagnosis  of  epilepsy  is 
doubtful  and  therefore,  the  anticonvulsant  appears 
inappropriate.   The  resident  has  been  re-evaluated  since 
the  Board's  site  visit  and  is  no  longer  receiving  the 
anticonvulsant  medication. 

6.  Potential  adverse  drug  reactions  ai-e  described 
in  several  records  (#1207,  1175,  1279,  471,  907,  910),  two 
of  which  should  be  further  investigated  (#1175  and  471). 
See  Appendix  B  for  further  information. 

7.  The  Board's  consultant,  William  Docktor,  stated 
that  the  dosage  of  anticonvulsants  could  be  questioned  in  a 
few  residents  (#1207,  1179,  490).   Most  of  these  involved 

lood  levels  outside  the  therapeutic  range  and  occurred  in 
the  past  years. 

8.  Specific  goals  to  be  achieved  with  drug  therapy  are 

not  described  in  any  case  reviewed.   Review  of  drug  therapy 
is  theoretically  done  every  ninety  days.   The  90-day  review 
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is  poorly  documented  and  the  review  procedure  o-f"  the  records 
reviewed  appears  to  be  inadequate.   Several  examples  are 
cited  by  William  Docktor. 

a.  The  dosage  of  phe nobarbi t al  (#1207,  dosage)  was 
adjusted  nearly  four  months  after  a  blood  level 
twice  the  upper  end  of  the  tlierapeutic  range  was 
recorded . 

b.  The  dosage  of  phenobarbi tal  was  increased  despite 
a  blood  level  above  the  usual  therapeutic  ranee 
(1179,  dosage). 

c.  Diarrhea  was  present  in  one  resident  which  could 
have  been  due  to  any  of  three  drugs,  but  investi- 
gation appeared  lacking  (1175,  adverse  drug 
react  ions ) . 

d.  A  digoxin  level  reported  dated  August  9,  1977, 
had  a  hand-written  note  stating,  seen  by  the 
physician  on  January  29,  1978  (#1175,  review). 

e.  Two  problems  exist  which  have  not  been  sufficiently 
investigated,  or  at  least  not  documented  (#1279, 
review) . 

f.  A  questionable  indication  (#471,  indication). 

g.  Excessive  seizures,  but  little  done  in  terms  of 
altering  drug  therapy  (j#910,  review). 

9.   Integration  of  drug  therapy  with  other  treatment 

modalities  is  essential.   For  example,  physical  therapy  can 

not  be  of  much  use  in  a  person  who  is  consistently  drowsy. 

No  statements  indicating  integration  were  found.   Since 

each  treatment  modality  is  documented  in  separate  parts  of 

the  record,  it  is  doubtfial  that  the  various  discipline  even 

knows  what  is  going  on  with  the  resident. 
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APPLICATIONS  OF  THE  NORMALIZATION  PRINCIPLE  IN  THE  HIJ?-1AN  SERVICES: 
. IMPLICATIONS  FOR  SOCIAL  IVORK  EDUCATION 

JNTTOUCrra 

This  article  will  review  the  concept  o£  normalization  which  provides 
a  guiding  ideology  for  the  design  and  management  of  social  service  programs. 
Because  normalization  is  beginning  to  impact  several  human  service  areas, 
social  work  educators  need  to  become  familiar  with  this  framework  and 
incorporate  it  into  programs  of  social  work  education.  The  reader  is 
remanded  that  nonnalization  is  a  rather  complex  ideology.  It  is  a  way  of 
thinking.  At  most,  this  paper  presents  an  introductory  overview. 
A  BRIEF  HISTORY  .       . 

In  1959  Denmark  becam.e  the  first  nation  to  enact  hum.an  service 

legislation  which  incorporated  the  ideology  of  normalization.  In  1967-1968 

Sweden  passed  similar  legislation.   In  the  Scandinavian  countries,  the 

first  applications  of  normalization  began  in  the  field  of  mental  retardation, 

and  gradually  spread  to  other  human  service  programs.  The  earliest 

conceptualizations  of  normalization  are  credited  to  N.  E.  Bank-Mi kkel sen 

of  Denjnark's  Mental  Retardation  Service.   His  ideas  vere   elaborated  by 

Nirje,  a  former  executive  director  of  the  Swedish  Association  for  Retarded 

Children. ^'^ 

The  first  ^■a-itings  on  normalization  in  British  literature  appeared  in 
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the  December  1970  issue  of  the  Journal  of  Mental  Subnormal ity.  '  *   V/olf 

Wolfensberger  and  Menolascino  and  other  m^ental  retardation  workers  in 
Nebraska,  were  among  the  first  to  apply  the  principle  to  the  planning  and 

delivery  of  services.  In  1972  Wolfensberger  published  The  Principle  of 
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Normalization  in  Human  Services,  a  basic  reference  on  the  subject. 


In  the  United  States  the  normalization  principle  is  associated  with 

g 
the  field  of  mental  retardation.   However,  there  is  reason  to  believe  its 

adoption  will  parallel  the  Scandinavian  experience  and  that  applications 

will  gradually  spread  to  other  areas  of  human  service.  There  is  already 

some  evidence  for  this  conclusion.  For  example,  the  irost  recent  version  of 

PASS- 3,  an  evaluation  tool  based  on  normalization,  is  designed  for  use  in 

all  human  service  programs  and  has  been  utilized  in  aging  services,  family 

service  agencies,  correctional  programs,  and  mental  health  prograjns  in  both 
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the  United  States  and  Canada. 

DEFINITION  AND  ASSUMPTIONS 

Wolfensberger  has  defined  normalization  as: 

Utilization  of  means  which  are  as  culturally  normative  as 

possible  in  order  to  establish  and/or  maintain  personal 

behaviors  and  characteristics  which  are  as  culturally 

normative  as  possible. 

The  phrase  "culturally  normative"  in  the  above  definition  can  be  equated 

with  "typical"  or  "conventional."  It  should  be  noted  that  normalization 

does  not  mean  being  "normal."  Obviously,  programs  based  on  normalization 

will  not  undo  real  physical  or  mental  handicaps.  Rather,  normalization 

attempts  to  decrease  deviance  (i.e.,  differences  that  are  devalued  and 

socially  created) .  Normalization  does  not  mean  that  the  handicapped  person 

is  placed  in  situations  that  generate  unusual  frustration  or  impossible 

coinpetition  just  because  such  situations  are  typical  for  the  "average" 

person.  It  does,  however,  attempt  to  remove  all  forms  of  overprotection 

and  recognizes  that  individual  groirtli  and  development  involves  risk-taking. 

It  does  recognize  what  Perske  calls  the  "dignity  of  risk"  and  the  inherent 
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lifT.itations  of  any  progra:a  that  is  designed  to  "protect,"  "comfort,"  "keep 
safe,"  "take  care"  or  "watch." 

The  principle  of  normalization  rests  on  the  assuirption  that  adaptive 
or  socially  acceptable  behaviors  are  learned  and  maintained  because  the 
individual  has  been  given  an  opportunity  to  behave  in  conventional  vays  and 
is  reinforced  for  such  behavior.  Nforeover,  appropriate  behavior  is  more 
likely  to  be  emitted  and  reinforced  in  a  "normal"  environment.  The 
theoretical  underpinnings  of  the  normalization  principle  are  found  in 
learning  theory,  especially  concepts  of  operant  conditioning  and  modeling, 
the  sociology  of  deviance  and  labeling  theory. 

Persons  who  are  mentally  retarded,  mentally  ill,  physically  handicapped, 
unemployed,  aged,  etc.  are  among  those  who  are  outside  the  mainstream  of  . 
society.  Because  of  their  situation,  appearance  and/or  behavior  they  are 
often  viewed  as  deviant,  (i.e.,  their  differentness  is  devalued).  Once 
they  are  labeled,  once  devalued,  a  vicious  cycle  gets  rolling  and  all 
types  of  thoughtless  dehanianization  seem  "justified,"  "feasible,"  "necessary," 
or  "appropriate."  Even  worse,  those  who  are  dehumanized  may  come  to  see 
themselves  as  less  than  human. 

Scott  and  Douglas  have  observed  that,  '"i>^ith  the  development  of 

labelling  theory,  the  recognition  has  come  that  deviance  is  a  property  that 
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is  conferred  upon  an  individual  by  other  people."    Since  deviance  is  in 

the  eye  of  the  beholder,  the  normalization  principle  can  be  viewed  as  a 
strategy  or  a  method  for  reducing  socially  created  "deviance"  or  an  attempt 
to  dispel  the  appearance  of  "differentness."  In  a  sense,  it  is  an  attempt 
to  use  the  "self-fulfilling  prophesy"  in  a  positive  way. 

A  typical  first  reaction  to  normalization  is  "so  what  else  is  new." 
The  concept  seems  so  simple  and  obvious.  Experience  has  sho'>\'n,  however. 
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that  applications  of  the  principle  arc  upsetting  to  the  status  quo.  Tlie 
normalization  ideology  can  be  threatening  to  professionals  and  huinan  service 
programs  because  inost  programs  are  a  response  to  or  an  attempt  to  deal  with 
deviance  and  the  existence  of  deviance  is  their  reason  for  existence. 
^breover,  many  program  concepts  and  professional  methods"  tend  to  exaggerate 
rather  than  reduce  deviance. 
APPLICATIOMS  AND  EXANPLES 

It  is  perhaps  easiest  to  grasp  the  ideology  of  nonnalization  by 
reviewing  a  few  applications. 

Normalization  means  living  in  a  bisexual  world.  This  has 
differing  inplications  in  different  service  settings.  In 
children's  programs,  it  means  that  men  as  well  as  women  should 
be  involved.  For  adults,  especially  in  residential  services,  it 
usually  means  that  the  building  and  the  social  structure  should 
produce  at  least  as  much  mingling  of  sexes  as  in  a  hotel.  Ihere 
are  only  a  few  contexts- -many  of  these  in  adolescence- -where 
activities  are  normally  sex- segregated... 

A  physically  or  mentally  handicapped  adult,  even  if  severely 
impaired,  should  be  engaged  as  much  as  possible  in  work  that  is 
culturally  normative  in  type,  quantity,  and  setting.  Even  if 
conducted  in  sheltered  settings,  work  should  be  culturally 
typical  adult  work,  rather  than  involving  activities  commonly 
associated  with  children,  with  play,  with  recreation,  or  with 
leisure;  and  sheltered  workshops  should  resemble  industry. 

An  important  aspect  of  nonnalization  is  to  apply  health,  safety, 
comfort,  and  similar  standards  to  human  management  facilities 
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and  programs  as  they  are  applied  to  comparable  settings  for  other 
citizens.  This  has  implications  primarily  to  residential 
facilities,  such  as  institutions;  and  even  more  particularly  to 
publicly  operated  services  which,  in  many  jurisdictions^  may  and 
do  operate  below  the  standards  prescribed  by  law  and/or 
regulation  for  private  facilities... 

...in  regard  to  physical  facilities,  thought  must  be  given  to  the 
"building  perception,"  i.e.,  the  way  the  physical  facility  is 
likely  to  be  perceived  by  the  public.  The  external  appearance 
or  context  of  a  building,  even  if  it  is  perfect  in  terms  of 
internal  arrangements,  can  exert  a  detrim.ental  effect  upon 
citizens'  response  to  the  persons  associated  with  this  building. 
For  instance,  a  building  that  looks  like  a  prison  or  that  was 
recently  used  by  disturbed  individuals  is  apt  to  elicit  associa- 
tions not  conducive  to  integration  of  subsequent  client-users  of 
the  building.  Positive  or  negative  associations  affect  not  only 
outside  observers,  but  also  those  who  work  with  the  client  who  is 
being  perceived. 

Architecture  speaks  a  powerful  language,  and  can  shout  out  loud 
interpretations  of  the  client-users  of  buildings.  For  instance, 
putting  a  drain  in  the  middle  of  a  living  room  floor  (as  in  some 
institutions)  interprets  the  person  who  lives  in  such  a  room  as 
an  animal  who  must  be  "kept"  and  cleaned  as  in  a  zoo.  A  nonenclosed 
toilet  says  that  its  user  has  no  human  feelings  of  modesty.  Bars 
on  the  windows,  or  even  an  isolated  location  of  a  building, 
suggest, that  the  building's  inliabitants  are  a  menace  to  society. 
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As  suggested,  soine  of  the  rost  blatant  violations  of  the  nomalization 
principle  find  expression  in  architecture  and  furnishings.  Tlie  usual 
welfare  office,  for  example,  is  a  far  cry  from  tlie  typical  or  conventional 
office  building.  VJhat  does  the  existence  of  a  sterile  waiting  room,  long 
lines,  hard  chairs,  interviewing  rooms  without  doors  or  the  complete  absence 
of  even  a  semiprivate  interviewing  room  say  about  the  consumer  of  service? 
Clearly,  it  says  that  the  vsrelfare  client's  time  is  of  little  value  and  that 
the  welfare  workers  do  not  really  care  if  the  client  becomes  bored  or 
embarrassed. 

Below  are  additional  applications  of  normalization  in  the  area  of 
residential  services  Ci-^->  v/here  people  live  and  how  their  place  of 
residence  is  structured) .  The  reader  should  note  the  emphasis  on  physical 
and  social  integration  and  consider  whether  the  institutions,  group  homes,  ^ 
half-way  houses  with  which  he/she  is  familiar  adhere  to  the  principle. 

...residential  sendees,  like  all  seinrices  generally  need  to  be 
community- integrated  and  dispersed  so  that  residents  will  inter- 
mingle with  typical  citizens  in  typical  activities. 

...residential  units  generally  should  be  within  easy  walking 
distance  to  major  community  services  such  as  shopping  centers, 
public  libraries,  post  offices,  churches,  schools,  and  recrea- 
tional resources  such  as  movie  houses,  bowling  alleys,  etc. 
They  should  also  be  accessible  to  various  transportation  alter- 
natives to  facilitate  entry  in  and  contact  from  the  community 

...the  normalization  principle  demands  that  as  few  central  services 
as  possible  be  provided  as  part  of  a  residential  unit.  In  other 
words,  professional  offices,  education  space,  treatment  areas. 
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etc.  J  generally  sliould  not  be  in  the  saiiie  building  that  serves  as 
a  home.  Residents  sliould  go  to  regular  community  resources  and 
services,  such  as  kindergarten,  school,  other  education,  shopping, 
inost  medical  and  professional  services,  movies,  bowling,  swimming 
and  most  other  recreation.  Only  to  the  degree  to  which  no 
alternatives  are  possible  should  such  services  be  provided  even 
on  the  same  campus. 

...residences  should  be  no  larger  than  is  typical  for  the  nuclear 
family  in  the  community,  e.g.,  six  to  eight  members. 
One  can  also  get  a  feel  for  the  normalization  principle  by  reflecting 

upon  the  day-to-day  activity  of  clients  in  nursing  homes,  institutions  and  . 

other  total  communities.  Canada's  National  Institute  on  Mental  Retardation 

has  summarized  Nirge's  explanation  of  normalization  in  tenns  of  normal 

rhythms  and  the  human  life  cycle. 

Normalization  means.,  .a  normal  rhythm  of  the  day.  You  get  out  of 
bed  in  the  iraming,  even  if  you  are  profoundly  retarded  and 
physically  handicapped;  you  get  dressed,  and  leave  the  house  for 
school  or  work,  you  don't  stay  home;  in  the  morning  you  anticipate 
events,  in  the  evening  you  think  back  on  what  you  have  accomplished; 
the  day  is  not  a  monotonous  24  hours  with  every  minute  endless. 

You  eat  at  normal  times  of  the  day  and  in  a  normal  fashion;  not 
just  with  a  spoon,  unless  you  are  an  infant;  not  in  bed,  but  at  a 
table;  not  early  in  the  afternoon  for  the  convenience  of  the  staff. 

Normalization  means a  normal  rhythm  of  the  week.  You  live  in 

one  place,  go  to  work  in  another,  and  participate  in  leisure 
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activities  in  yet  another.  You  aaticipate  leisure  activities  on. 
weekends,  and  look  fonvard  to  getting  back  to  school  or  work  on 
Monday . 

Normalization  means... a  noiTnal  rhythm  o£  the  year.  A  vacation 
to  break  the  routines  of  the  year.  Seasonal  changes  bring  with 
them  a  variety  of  types  of  food,  work,  cultural  events,  sports, 
leisure  activities.  Just  think... we  thrive  on  these  seasonal 
changes  I 

Normalization  means. . .normal  developmental  experiences  of  the 
life  cycle.  In  childhood,  children,  but  not  adults  go  to  suinmer 
camps.  In  adolescence  one  is  interested  in  grooming,  hairstyles, 
music,  boyfriends  and  girlfriends.  In  adulthood,  life  is  filled 
with  work  and  responsibilities.  In  old  age,  one  has  memories  to 
look  back  on,  and  can  enjoy  the  wisdom  of  experience. 

Normalization  means. ..having  a  range  of  choices,  wishes,  and 
desires  respected  and  considered.  Adults  have  the  freedom  to 
decide  where  they  would  like  to  live,  v/hat  kind  of  job  they 
would  like  to  have,  and  can  best  perform.  IVhether  they  would 
prefer  to  go  bowling  v/ith  a  group,  instead  of  staying  home  to 
watch  television. 

Normalization  means. . .living  in  a  world  made  of  two  sexes. 
Children  and  adults  both  develop  relationships  with  members  of 
the  opposite  sex.  Teenagers  become  interested  in  having  boyfriends 
and  girlfriends,  emd  adults  may  fall  in  love,  and  decide  to  marry. 
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A  few  negative  examples  niay  illustrate  some  of  the  subtleties  of 
nornalizatioa.  Think,  for  exajiiple,  about  the  iiames  given  to  various  human 
service  programs  and  organizations.  Do  they  accent  differentness  and 
deviance  or  do  they  convey  the  notion  that  the  consumers  of  service  are 
members  of  the  human  family?  Thin};,  for  example,  of  the  many  agency  names 
that  contain  "hope,"  "horizon,"  "haven,"  "goodwill,"  "charity,"  "friendship,' 
"disabled,"  "opportunity,"  "forest,"  "acres,"  "views,"  "farm,"  etc.  Such 
words  emphasize  deviance  and/or  present  an  image  of  both  physical  and 
social  distance  between  the  client  and  the  ordinary  citizen. 

The  concept  of  age  appropriateness  is  one  aspect  of  normalization. 
Essentially,  age  appropriateness  m.eans  that  the  decor  of  the  handicapped 
person's  environment,  his  or  her  personal  possessions,  daily  activities, 
rights  and  responsibilities,  dress  and  appearance,  etc.  should- -to  the 
greatest  extent  possible- -be  similar  to  those  that  are  typical  for  his/her 
age  group.  Bronston  provides  several  examples  of  violation  of  this  aspect 
of  normalization. 

...the  use  of  the  "poster  child"  to  symbolize  mental  retardation 

or  other  disability; 

...the  use  of  child- related  names  or  action  groups  where  adults 

are  involved; 

...referring  to  handicapped  adults  as  "boys,"  "girls,"  "kids"; 

— neglecting  to  call  handicapped  persons  by  their  full  names 

when  appropriate  such  as  Rary  [instead  of]  Mrs.  Smith; 

...talcing  adults  to  workshop  in  vehicles  marked  "sdiool  bus"; 

...teaching  [adults]  child- like  forms  of  recreation; 

...claiming  that  handicapped  adults  prefer  to  associate  \^ith  ' 

children  because  they  have  more  in  common  with  them; 
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...dressing  handicapped  adults  in  styles  appropriate  to  a 

16  .  r 

younger  age. 

The  application  of  noiinalization  demands  that  juxtaposition  of  deviance 
be  avoided.  The  juxtaposition  of  deviance  may  occur  when  devalued  groups 
are  brought  together  and  even  when  devalued  staff  are  assigned  to  work  with 
devalued  clients.  By  surrounding  a  deviant  client  with  others  v/ho  are 
deviant  or  the  symbols  of  deviance,  the  chances  of  habitation  or  socializa- 
tion is  lowered,  A  few  exairples  drawn  fron  PASS- 3  may  illustrate  this 
nonnormalizing  phenomenon.  .    ■ 

...aged  persons  and  legal  offenders  working  with  the  retarded, 
the  retarded  working  with  the  aged,  emotionally  unstable 
professionals  serving  in  residential  institutions,  blind  teachers 
teaching  the  blind,  etc. 

...the  presence  of  staff  members  who  display  bizarre  mannerisms, 
who  are  beset  by  severe  communication  problems,  or  who  are 
dropouts  from  the  larger  culture.  The  negative  input  of  personnel 
such  as  this  is  particularly  acute  if  the  setting  is  one  concerned- 
with  child  development,  where  one  of  our  more  in^wrtant  considera- 
tions must  be  the  appropriateness  of  social  models. 

...a  psychiatric  clinic,  a  crash  pad  for  drug  users  and  a  workshop 
for  mentally  retarded  adults  all  [located  in  the  same  area]. 

...residents  of  a  prison  ser^'^e  in  a  recreation  capacity  to 

retarded  cliildren  of  a  nearby  institution  or  group  home;  members 

of  an  organization  of  homosexuals  provide  a  volunteer  service  to 

f 
a  crippled  children's  hospital. 
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—  aged  Foster  Grandparents  provide  intensive  one  to  one 
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relationships  to  handicapped  children  in  special  residences. 

It  is  interesting  to  speculate  on  the  degree  to  which  a  multipurpose 
service  center  is  in  fact  a  juxtaposition  of  deviant  individuals  and  groups. 
It  also  causes  one  to  think  irore  critically  about  such  public  .favorites  as 
the  Foster  Granc^arent  Program  and  the  Special  Olympics. 
I^PLIC'^TIONS  FOR  SOCIAL  TORK  PRACTICE  AND  EDUCATION 

As  a  conceptual  framework,  normalization  is  especially  useful  in  the 
planning  and  delivery  of  services  to  persons  who  are  dependent  and/or 
liiidted  in  their  ability  to  live  without  assistance  or  supervision.  The 

concern  for  dependent  people  has  been  central  to  much  of  social  work 

18 
practice.    Moreover,  if  the  profession  nraves  toward  what  ^Jorris  and 

Ajiderson  have  termed  "personal  care  services"  and  Kamerman  and  Kahn  call 

"social  care,"  the  ideology  of  nonnalization  will  take  on  even  more 

19  20 

significance  in  social  work  pi-actice  and  social  work  education.   ' 

Normalization  is  highly  compatible  with  social  work.  In  many  respects, 
the  ideology  of  normalization  is  an  operational ization  of  traditional 
social  work  values.  NJoreover,  it  proArides  added  insight  into  the  impact 
of  the  social  environment  on  individual  behavior,  a  traditional  focus  of 
social  work.  Although  the  principle  of  normalization  has  much  to  offer 
social  v;ork,  it  has  not  found  its  way  into  "mainstream"  social  work 

literature.  Tliis  author  is  aware  of  only  one  article  in  Social  Work, 

21 

for  example,  that  alluded  to  normalization.    It  would  seem  that  social 

work  educators  have  an  opportunity  and  an  obligation  to  -jntroduce  their 
students  to  normalization,  not  as  another  modality  or  another  interesting 
idea,  but  rather  as  a  way  of  thinking  about  all  of  social  welfare  and 
social  work  practice. 
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Bronston,  V/olfensberger  and  other  norTii.alizatioii  theorists  have  bsea 
emphatic  on  the  point  that  in  the  final  analysis,  it  is  the  value  base  and 
the  ideology  that  distinguish  between  worlcable  and  unworlcablc  human  service 
programs.   It  is  noteworthy  that  while  social  workers  are  sometimes 
apologetic  because  many  of  their  actions  are  based  on  values  rather  than 

hard  data,  leaders  in  other  fields  are  concluding  that  " if  the  ideology 

behind  the  technology  is  unworlcable,  the  technology  will  not  work."  '  Such 
a  conclusion  means,  for  exaiTiple,  that  so  long  as  our  welfare  system  rests 
on  an  ideology  v-.'hich  holds  that  economically  dependent  people  are  devalued, 
the  system  will  remain  a  disaster.  No  amount  of  technology,  no  system  of 
accountability,  no  amount  of  reorganization,  can  compensate  for  a  service 
system  built  upon  the  belief  that  users  of  the  services  are  "no  good." 

With  the  age  of  accountability  has  come  the  scraiiible  for  workable 
evaluation  tools.  Value  judgments  are  implicit  in  all  attempts  to  evaluate 
human  service  programs,  but  most  evaluation  systems  do  not  deal  directly 

with  values.  PASS  (Program  Analysis  of  Service  Systems)  is  unique  in  that 

23 
its  value  base  is  clear  and  explicit.    Using  50  separate  ratings,  PASS- 5 

assesses  the  degree  to  which  the  program  conforms  to  the  ideology  of 

normalization.  The  existence  of  such  a  tool  should  be  refreshing  to  the 

program  evaluator  and  of  interest  to  the  social  work  educator  concerned  with 

the  translation  of  values  into  practice. 

SlJ^^L^Y  ■  .  • 

Bronston,  a  pihysician,  has  observed  that  normalization  has  four  basic 
thrusts.  His  comments  provide  a  useful  summaiy  statement  for  this  paper. 
1.  Ihc  first  is  for  consciousTiess- raising.  Noi"malization  will 
help  us  dislodge  some  of  the  prejudices  and  biases  that  both  we 
and  the  general  society  at  large  hold  against  people  who  are 
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different.  Unless  we  surface  these  massive,  deeply  held,  often 
unconscious  beliefs  about  differentness,  as  they  are  directed 
towards  those  labeled  retarded  in  our  society,  we  will  make  very 
slow  headway  in  transforming  social  institutions. 

2.  Nonnalization  is  one  of  the  most  powerful  organizing  tools 
that  has  developed  in  the  human  services  scene  for  consumers  and 
advocates  to  marshall  their  strength  and  have  a  clear  vision  of 
where  they  are  going  and  where  human  services  ought  to  be  going. 

3.  Normalization  is  a  fundamental  tool  to  initially  indoctrinate 

and  train  all  potential  human  service  workers physicians,  nurses, 

therapists,  teachers;  administrators,  anybody  in  the  human  services 
embarking  on  their  [sic]  educational  course.  Technology  must 
derive  from  the  normalization  concerns,  and  not  vice  versa. 
Sadly,  technology  today,  as  we  know  it,  is  so  entrenched  in 
attitudes  and  practices  which  dehumanize  and  devalue  people 
served  that  normalization,  taught  apart  from  the  core  curriculum, 
becomes  rhetoric  to  cloak  business  as  usual. 

4.  Finally,  normalization,  or  the  socio-developmental  model  of 
growth,  provides  one  of  the  most  coherent  and  systematic 
ideologies  to  light  the  road  for  all  human  services:  a  guide, 

a  direction  in  an  era  of  turmoil,  arbitrary  scientific  innovation, 
grass  roots  disenfranchisem.ent  and  moral  bankioiptcy  of  so  many  of 

r  .  24 

our  professions. 
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Sample   Chcc};rjst 

Nuinbcr:  Location: 

Adni  ssion:  Birtli   Date: 

Diagnoses:  Medications 

A.  History 

1 .  Medication 

2.  Allergy/Adverse  Drug  Reaction 

B.  Current  Medications 

1.  Indications 

2.  Contraindications 

3.  Drug  Interactions 

4.  Adverse  Drug  Reactions 

5.  Dosage 

6.  Goals 

7.  Review 


C.        Integration 


D.        Coinments 


\i.,;.bc[-:   1207  T.ocnti  on:   16c 

AJmission;   7-15-69  Birth  Date:   1-2S-64 

Diagnoses:  Medications; 

1,  Profound  mental  retardation    1.   Primidine  (Mysoline'^) 

due  to  tuberous  sclerosis      2,      Psyllium  Hydrophilic  Mucilloid 

2.  Epilepsy,  unspecified  (Metainucilf^] 
5.   No  speech                    3.   Phenobarbital 

4.  Spastic  hemiplegia,  left       4.   Paregoric 

5.  Constipation  5.   Dioctyl  sodium  sulfosuccinate 


(Colace^) 

Bisacodyl  (Dulcolux^) 


History 


1.  Medication:   Only  the  Pharmacy  Profile 

2,  Allergy/Adverse  Dnjg  Reactions:   None  documented. 


B.    Current  Medications: 


1.  Indication:   An  indication  is  present  for  each  drug  listed  above, 
but  it  seems  unlikely  that  three  drugs  (psyllium  hydrophilic 
mucilloid,  dioctyl  sodium  sulfosuccinate  and  bisacodyl)  are  needed 
to  treat  tlie  constipation.   Paregoric,  camphorated  opium  tincture, 
is  for  the  treatment  of  diarrhea.   A  more  pure  drug  such  as  morphine 
or  another  narcotic  is  a  more  acceptable  choice. 

2.  Contraindications:   None  apparent. 

3.  Drug  Interactions:   Intended. 

4.  Adverse  Dinjg  Reactions:   The  combination  of  a  stool  softener  (dioctyl 
sodium  sulfosuccinate),  a  bulk  laxative  (psyllium  hydrophilic 
mucilloid),  and  a  stimulant  cathartic  (bisacodyl)  apparently  resulted 
in  diarrhea. 

5.  Dosage:   The  blood  level  of  plicnobarbi tal  was  in  the  toxic  range  on 
several  occasions  (5-28-75,  48;  6-17-75,  80;  7-11-75,  65;  9-16-75,  65; 
10-28-75,  44;  1-19-76,  50.2;  5-19-76,  45;  6-25-76,  48;  11-30-76,  50; 
usual  therapeutic  range  20-40).   Primidone  is  partially  metabolized 

to  phenobarbital  and  may  be  the  responsible  agent.   Toxic  signs 
frequently  appear  when  primidone  le\-els  exceed  10  mcg/ml  which 
occurred  on  several  occasions  (6-17-75,  11;  7-11-75,  13;  1-19-76,  12.7; 
2-18-76,  11.5;  4-22-76,  11.0;  7-29-76,  14.5;  3-22-77,  14.0;  3-29-78, 
10.1).   No  toxic  signs  or  s>'mptoras  were  recorded  for  any  of  tliese 
occasions  nor  were  any  seizures.   The  dosage  of  phenobarbital  was 
adjusted  douTiward  on  three  occasions  in  response  to  these  levels. 
Tlie  inital  adjustment  occurred  on  10-8-75,  nearly  four  months  follow- 
ing the  highest  phenobarbital  level  recorded.   It  is  entirely 
possible  that  phenobarbital  could  be  discontinued  and  primidone 
used  alone. 


6. 

7. 


Goals:   Not  specifically  defined. 

Review:   Monthly  phcnobarbi tal  and  primidone  levels  and  annual 
physical  examinations.   The  90-day  medication  review  is  not  well 
documented. 


C.    Integration:   Not  well  defined. 


Ninnbcr:   1179  Location:   Ibab 

Admission:   6-24-69  Birth  Date:   7-27-58 

Diagnoses:  Medications: 

1.  Profound  mental  retardation         1.   Phenobarbital 
due  to  mechanical  injury  at         2.   Simethicone 

birth.  3.   Thioridazine  C<iiscontinued  2-16-78] 

2.  Spastic  quadriplegia  (^iel  laril'^) 

3.  No  speech 

4.  Epilepsy  (major  motor) 

A.  History 

1.  Medication;   Only  the  pliarinacy  profile. 

2.  Allergy/Adverse  Drug  Reaction:   None  documented. 

B.  Current  Medications 

1.  Indications:   Phenobarbital  for  cqilepsy;  no  indication  is  stated  for 
simethicone,  an  antif latulent  agent;  thioridazine  for  control  of 
behavior. 

2.  Contraindications:  All  antipsychotics  lov.er  the  seizure  threshold  and 
therefore  must  be  used  with  caution  in  persons  with  seizure  disorders. 
No  problems  were  menifest  in  this  case. 

3.  Drug  Interactions:   Additive  sedation  with  phenobarbital  and  thioridazine 
(may  be  a  beneficial  interaction) . 

4.  Adverse  Drug  Reactions:   None  documented. 

5.  Dosage:   The  phenobarbital  became  elevated  above  the  usual  therapuetic 
Tange  (20-40  mcg/ml)  on  6-25-76  (44  mcg/ml)  following  an  increment  in 
dosage  from  60  mg  twice  daily  to  60  mg  three  times  daily  on  6-10-76. 
The  phenobarbital  level  was  55  on  8-16-76.   On  9-1-76  the  phenobarbital 
dosage  was  increased  to  100  mg  twice  daily.   The  phenobarbital  level 
continued  to  rise  to  58  mcg/ml  on  9-29-76  and  then  fell  into  the 
therapeutic  range  following  a  decrease  in  dosage  to  60  mg  twice  daily 
on  10-12-76.   .Another  decrease  in  dosage  was  attemped  on  2-17-78  for 
no  apparent  reason,  but  was  increased  again  on  5-15-78  after  an  in- 
creased frequency  of  seizures  occurred. 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Monthly  drug  levels;  annual  physicil  exams.   Medication 
review  every  ninety  days,  but  only  well  documented  when  changes  made. 

C.    Integration:   Not  defined. 


^ 


Nunber:   1175  .  Location:   16c 

Admission:   6-24-69  Birth  Date:   7-22-59 

Pi  ai^iioscs:  Medications: 

1.  rrofound  mental  retardation        1.   Psyllium  Iwdrophilic  mucilloid 
due  to  Dovcn's  Syndrome  (Metamuci  1^) 

associated  with  Congenital  2.  Digoxin 

Heart  Disease.  3.  Potassium  gluconate  (Kaon  Elixir*^) 

2.  Bilateral  cataracts  4.  Furosemide  (Lasix  ) 

3.  No  speech  5.  Donnagel-PG'^  (Kaolin,  pectin, 

4.  Constipation  hyoscyamine  sulfate,  atropine 

5.  Self  Abuse  sulfate,  hyoscine  hydrobromide, 

sodium  benzoate,  powdered  opium) . 

A.  History 

1.  Medication:   Only  the  pharmacy  profile. 

2.  Allergy/Adverse  Drug  Reaction:   None  documented. 

B.  Current  Medications 

1.  Indications:   Digoxin  and  furosemide  for  congenital  heart  disease  and 
the  resulting  heart  failure.   Psyllium  hydrophilic  mucilloid  for 
constipation;  Donnagel-PG^  for  diarrhea.   Potassium  gluconate  is 
indicated  to  replace  potassium  lost  because  of  the  furosemide.   Pot- 
assium chloride  is  a  better  choice. 

2.  Contraindications:   None  apparent. 

3.  Drug  Interactions:   Intended 

4.  Adverse  Drug  Reactions:   Diarrhea,  which  could  possibly  be  digoxin 
toxicity,  potassium  disturbance,  or  excessive  use  of  psyllium  hydro- 
philic mucilloid. 

5.  Dosage:   Appear  within  acceptable  range. 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Annual  physical  examinations.   Ninety  day  medication  review 
not  vi'ell  documented.   A  digoxin  level  report  done  on  8-9-77  had  a  note 
written  on  it  saying  seen  by  Dr.  Santos  1-20-78,  a  significant  delay. 

C.  Integration:   Not  docamented. 


N'lirbcr:   1279  L^r.iticn:   10 

Adinission:   10-28-69  Birth  Date:   12-10-55 

Diai^noses:  Medications: 

1.  Arnold  Chiari  Malformation  1.   Psyllium  hydrophilic  mucilloid 
Syndrome  (Metajnucil^) 

2.  Moderate  mental  retardation         2.   Dantrolene  sodium  (Dantrium'^) 
5.   Spastic  Quadriplegia 

4.  Deaf 

5.  Mute 

6.  Cleft  palate 

7.  Non-visual  left  kidnc}'  with  history 
of  hematuria 

8.  History  of  eosthophilia 

A.  History 

1.  Medication:   Only  the  phanr.acy  profile. 

2.  Allergy/Adverse  Drug  Reactions:   None  documented. 

B.  Current  Medications 

1.  Indications:   Dantrolene  sodiun  as  a  muscle  relaxant;  no  indication 

is  stated  for  psyllium  hydrophilic  mucilloid,  a  bulk-forming  laxative. 

2.  Contraindications:   None  apparent. 

3.  Drug  Interactions:   None 

4.  Adverse  Drug  Reactions:  Constipa.t ion,  presumably  the  indication  for 
psyllium  hydrophilic  mucilloid,  is  occasionally  caused  by  dantrolene 
sodium,  although  diarrhea  is  more  common. 

5.  Dosage:   Within  acceptable  limits. 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Semi-annual  physical  exariinations  are  indicated  on  the  form 
but  have  not  been  performed  that  frequently  (3-25-75,  12-4-75,  1-21-77, 
1-16-78).   The  90-day  medication  review  has  been  stretched  (5-25-77, 
10-31-77,  3-29-7S) .   Diagnoses  7  and  8  above  need  investigation  and 
explanation. 

C.  Integration:   Not  documented. 


Xiiinber;   471  Location:   11 

Admission:   4-5-55  Birth  Date:   7-6-45 

Diagnoses:  Medications: 

1,  Profound  mental  retardation  due  1.   Phcnobarbi tal 
to  Postnatal  Infection  2.   MOM 

(Bi-Licellosis)  3.   Maalox^  (Magnesium  hydroxide  and 

2.  No  speech  aluminum  hydroxide) 
5.   Epilepsy 

4,   Mild  Spastic  Quadriplegia 

A.    Hi  story 

1.  Medication:   None  present  on  cottage  records. 

2.  Allergy/Adverse  Drug  Reaction:  Allergic  to  Demerol^  (Meperidone  HCl) , 
but  the  nature  of  reaction  was  not  specified.   No  adverse  drug 
reactions  mentioned. 


B.  Current  Medication: 

1.  Indication;   No  indication  is  stated  for  MOM  [a  laxative)  or  Maalox^ 
(an  antacid).   Phenobarbital  is  for  epilepsy.   There  is  some  question 
of  this  diagnosis.   There  is  a  history  of  only  one  "seizure"  in 

May  1976  (IHP  9-1-76,  Medical).   The  HA  explains  that  this  seizure 
was  observed  by  a  new  person  who  apparently  mistook  a  temper  tantrum 
for  a  seizure.   A  better  history  is  needed  before  sentencing  someone 
to  a  life-time  of  anticonvulsant  therapy. 

2.  Contraindications:   None  apparent. 

3.  Drug  Interactions:   None 

4.  Adverse  Drug  Reactions:   Some  of  the  hy-pcract  ivity  reported  may  be 
due  to  a  relatively  common  paradoxical  response  to  phenobarbital. 

5.  Dosage:   Only  a  single  phenobarbital  level  was  present  in  the  records 
in  the  cottage  (10-12-77,  25  mcg/ml)  .   This  level  was  within  accept- 
able range.   Other  dosages  appear  acceptable,  although  it  cannot 
really  be  determined  without  knowing  the  intent  of  the  therapy. 

6.  Goals:   Not  specifically  defined. 

7.  Review:   A  complete  review  of  this  resident's  diagnoses  and  drug 
therapy  is  needed. 

C.  Integration:   Not  documented. 

D.  ConiMcnts:   No  evidence  of  mild  spastic  qundraplcgia  was  noted  in  about 
ten  minutes  of  observation,  nor  was  the  HA  able  to  identify  any  data  to 
support  this  diagnosis. 


Nuiiiber:   907  Location:   11 

Admission:   1-22-57  Birth  Date:   3-22-50 

Diagnoses:  'medications: 

1.  Profound  mental  retardation  due     1.   Mcprobamate 

unknown  cause.  2.   Dioctyl  calcium  sulfosuccinate 

2.  No  speech  CSurfak^^} 

3.  Epilepsy  5.   Thioridazine  (Mellaril^) 

4 .  MOM 

5.  Ovral'^  (norgestrel  and  ethinyl 
estradiol) 

A.  History 

1.  Medication:   None  present  on  cottage  records. 

2.  Allergy/Adverse  Drug  Reaction;   Allergic  to  phenobarbital  and 
ampicillin.   No  adverse  reactions  mentioned. 

B.  Current  Medications: 

1.  Indications:  No  indication  for  any  of  the  drugs  is  explicitely 
stated.   Mcprobamate  is  an  antianxiety  agent  which  has  been  replaced 
with  newer,  less  toxic,  less  addicting  drugs.   Dioctyl  calcium  sul- 
fosuccinate is  a  stool  softener  and  MOM  a  laxative.   Ovral'^  is  an 
oral  contraceptive.   Thioridazine  is  an  antipsychotic  presumably  used 
here  to  control  behavior. 

2.  Contraindications:   Both  meproba'-iate  and  thioridazine  have  the  potential 
to  precipitate  seizures  and  therefore  should  be  used  with  caution  in 
epileptic  persons. 

3.  Drug  Interactions:   Additive  sedation  with  thioridazine  and  meprobamate. 

4.  Adverse  Drug  Reactions:   Thioridazine  may  be  contributing  to  the 
presumed  constipation. 

5.  Dosage:   U'ithin  acceptable  range. 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Not  documented  on  cottaiie  records. 

C.  Integration:   Not  documented. 


D.    Comments:   There  is  a  discrepancy  between  the  cardex  and  the  physician's 
orders.   On  4-17-78  the  dosage  of  tliioridazine  was  changed  via  Doctor's 
orders  but  the  cardex  still  contains  the  former  dosage  of  thioridazine 
(dated  1-10-78) . 


Nii;r,ber:   910  Location:   10 

AJmission:   2-25-58  Birth  Date:   12-50-57 

Pi  ayiiosos:  Medications: 

1.  Profound  mental  retardation  1.  Do.xidan   (dioctyl  calcium 
due  to  tuberous  sclerosis  and  sulf osuccinate  and  danthron) 
post  natal  meningoencephalitis  2.  Phenobarbital 

2.  Epilepsy  (major  motor)  5.  Phen>toin  (Dilantin*^) 

5.  No  speech  4.   Chlorpromazine  (Thorazine'^) 

4.  Severe  beliavior  disorder  5.   Selenium  sulfide  (Selsun  Blue*^) 

5.  Dandruff 

6.  Right  hemiplegia 

I 

A.  History 

1.  Medication:   Only  the  pharmacy  profile. 

2.  Allergy/Adverse  Drug  Reactions:   No  allergies;  adverse  reactions  not 
mentioned. 

B.  Current  Medications: 

1.  Indications:   Selsun  Blue  for  dandruff;  chlorpromazine  for  control  of 
behavior;  plienytoin  and  phenobarbital  for  epilepsy  and  Doxidan 
presumably  for  constipation.   A  stool  softener  with  or  without  a 
bulk-forming  laxative  is  preferred  over  Doxidan  . 

2.  Contraindications:   Chlorpromazine  can  increase  the  frequency  of 
seizures  in  persons  with  epilepsy  and  therefore  should  be  used  with 
caution.   Since  this  person  is  having  many  seizures,  it  may  be  worth 
trying  to  discontinue  the  chlorpromazine. 

3.  Dioig  Interactions:   Intended. 

4.  Adverse  Drug  Reactions:   Chlorpromazine  may  be  contributing  to  the 
presumed  constipation. 

5.  Dosage:   All  within  acceptable  range.   Several  dosage  changes  were 
made  for  tlie  anticonvulsants  since  1975  based  on  blood  levels, 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Ninety-day  medication  review  not  well  documented.   Physical 
examinations  annually  (1-9-75,  7-17-75,  12-1-76,  1-22-76,  1-13-78). 
Seizure  frequency  is  far  in  excess  of  acceptable.   Only  the  two  anti- 
convulsants currently  employed  have  been  tried  as  far  as  is  deciferable 
from  the  record.   The  whole  anticonvulsant  regimen  needs  to  be  reviewed 
and  alterations  made  to  provide  better  control. 

C.  Integration;   Not  documented. 

D.  Comments;   The  seizure  frequency  record  for  i-'arch  1978  is  missing. 


Niii-ibcr:   490  Location;   11 

Admission:   7-31-59  Birth  Date:   5-25-52 

Pioi^nosos:  Medications: 

I.   Profound  mental  retardation  due     1.   Phcnobarbital 

to  postnatal  trauma  2.   Ethosuximide  (Zarontin  ) 


2.   No  speech  5.   Phenytoin  [Dilantin'^] 

5.   Epilepsy  (major  motor)  4.   Festal^  (Lipase,  amylase,  protease, 

4.   Mild  spastic  hemiplegia  (left)  hcmicellulase  and  bile  constituents) 


A.  History: 

1.  Medication:   Only  the  pharmacy  profile. 

2.  Allergy/Adverse  Drug  Reaction:   None  documented. 

B.  Current  Medications: 

1.  Indications:   Phenobarbital ,  phenytoin  and  ethosyximide  are  anti- 
convulsants.  Festal   is  a  combination  of  digestive  enzymes;  no 
indication  is  given. 

2.  Contraindications:   None  apparent. 

3.  Drug  Interactions:   Intended. 

4.  Adverse  Drug  Reactions:   None  apparent 

5.  Dosage:   Within  acceptable  range.   No  seizures  since  December  1977. 
Anticonvulsant  blood  levels  witlun  acceptabel  range,  except  phenytoin. 
The  last  recorded  phenytoin  blood  level  was  3.8  mcg/ml  on  5-8-78, 
below  tliat  which  is  usually  required.   It  may  be  prudent  to  try  to 
drop  phenytoin  from  the  regimen.   Phcnobai^bital  levels  ivere  in  the 
usually  toxic  range  from  2-19-75  to  3-9-76  without  a  dosage  adjustment, 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Physical  examinations  yearly  (6-4-75,  3-9-76,  3-10-77, 
5-20-7S).   Ninety-day  medication  review  not  well  documented.   Pheno- 
barbital dosage  adjustment  was  very  delayed  (see  dosage) . 

C.  Integration:   Not  documented. 


\u!:iber:   397  Location:   11 

Admission:   11-30-55  Birth  Date:   11-7-49 

Diagnoses : 

1.  Profound  mental  retardation  due  to  Postnatal  Cerebral 
Infection  (encephalitis  unspecified]  associated  with 
left  spastic  hemiplegia  and  epilepsy. 

2.  No  speech. 

A.  History 

1.  Medication:   Not  present 

2.  Allergy/Adverse  Drug  Reaction:   Sensitivity  to  Seconal'^  (secobarbital) 

B.  Current  Medications:  None 

C.  Integration:   Not  applicable 

D.  Coiranents:  One  physical  examination  (1-5-78)  Dr.  Skinner  noted  multiple 
contusions  about  head,  riglit  breast,  thighs  and  right  arm.  Since  there 
was  no  history  of  self  abuse,  he  stated  concern  about  resident  abuse. 

In  late  December  1977  and  early  January  197S  there  were  several  inci- 
dences where  other  residents  liad  pushed  and/or  hit  this  person  (incidence 
reports  in  record).   On  1-2-78  there  is  also  a  note  by  an  HAl  saying 
"Barbara  being  abusive  to  herself." 


Nurnbc-r:   1217  Location:   lo 

AJiiussion:   7-15-69  Birth  Date:   1-1-61 

Pi.-ignoses:  Medications: 

1.  Profound  mental  retardation  due     1.   Doxidan   (dioctyl  calcium  sulfo- 
to  unknouii  cause  succinate  and  danthron) 

2.  Epilepsy  (unspecified)  2.   Phenobarbital 

5.   No  speech  5,   Flurazcpam  (Dalmane  ) 

4.   Severe  behavior  disorder 

A.  History 

1,  Medication:   Only  the  pharmacy  profile. 

2.  Allergy/Adverse  Drug  Reaction:   None  documented. 

B.  Current  Medications 

1.  Indications:   Flurazepam,  presumably  for  sleep,  is  a  good  choice  as 

a  liypnotic.   Doxidan'^  is  most  likely  for  the  treatment  of  constipation. 
A  stool  softener  with  or  without  a  bulk-forming  laxative  is  preferred. 
Phenobarbital  has  apparently  controlled  the  seizures  adequately. 

2.  Contraindications:   None  apparent. 

3.  Drug  Interactions:   Intended. 

4.  Adverse  Drug  Reactions:   None  apparent. 

5.  Dosage:   Within  acceptable  range. 

6.  Goals:   Not  specifically  defined. 

7.  Review:   Physical  examinations  yearly  (1-6-75,  1-20-76,  2-3-77, 
3-1-78).   Ninety-day  medication  review  not  well  documented. 

C.  Integration:   Not  documented. 


APPENDIX  C 
CLINICAL  DIRECTOR 


POSITION  DESCRIPTION 


CLINICAL  DIRECTOR 
BOULDER  RIVER  SCHOOL  &  HOSPITAL 


GENERAL  DUTIES :   Performs  administrative,  supervisory  and  professional  duties 
relative  to  che  function  of  a  medical  fund  surgical  program  at  Boulder  River 
School  &  Hospital. 

SUPERVISION  RECEIVED:   Works  under  policy  guidance  emd  direction  of  the  Super- 
intendent:. 

SUPERVISION  EXERCISED:   Exercises  supervision  over  Clinical  personnel,  and 
consulting  physicians  directly  or  thorough  subordinate  supervisors.   Areas  to 
be  supervised  include:   Laboratory,  Phartrscy,  Radiology,  Dietetic,  Central 
Supply,  Aids,  L.P.N. 's,  R.N.'s,  Medical  Racords,  Occupational  Therapy  and  Phy- 
sical Therapy  sections. 

EXAMPLE  OF  DUTIES :   Directs,  trains  an-^.  evaluates  work  of  medical  eind  nursing 
)  staff;  implements  and  adapts  over-all  policies  to  specific  cases;  develops  and 
carries  out  over-all  treacnent  policies  and  programs  for  treatment  units;  trains, 
consults  with  and  advises  nodiccl  staff j   ma-'-ces  reconcendations  on  possible 
specific  treatment  plans;  participates  in  conferences  and  nveetings  concerning 
institution  and  department  policy;  checks  and  reviews  treatment,  resident  care, 
and  related  activities  for  conforniance  with  policy  and  co  maintain  st£indards; 
represents  hospital  and  clinical  sections  at  p'oblic  and  professional  meetings; 
conducts  resident  examination,  r^iakas  visits  to  resident  'units,  reviews  medical 
reports,  diagnosis  diseases  or  injury  and  prescribes  medication  or  treatment. 
Responds  to  riedical  emergencies  .^nd  "on  call"  requests.   Performs  minor  surg- 
ery and  pro%'ides  popt-operative  care.   Prescribes  and  directs  various  therapy 
activities  and  specialized  treatrssnts. 

MISIV7J"  QUALIFICATIONS 

Kj;OWLEDGES :  Considerable  knowledge  of  theory  and  practice  of  medicine  and  surgery; 
laboratory  tests;  2 aws  and  reg-alations  related  to  medical  treatment  and  hospital 
adiTiinistration. 

SPECIAL  SKILLS:  Skill  in  the  use  of  the  instru-sents  and  techniques  of  the  profession. 
ABILITIES:  Ability  to  direct -and  evaluat<B  vork  of  physicians  and  surgeons;  to 
diagnose  and  treat  physical  and  mental  illness;  to  teach  ejid  train  others;  to 
establish  and  maintain  standards  r  to  speaT-:  and  wtt-*  te  effectively;  to  exercise 
mature  judr-^ient. 

EDUCATION:  Graduation  from,  an  accredited  schcol  of  medicine  ard  successful  completion 
of  an  approved  internship. 
■^  EXPERIENCE:  Prefer  five  years  experience  ar  a  practicing  physician. 

NECESSARY  SPECIAL  REQUIREMENTS:  Ability  to  nieet  State  of  Montana  license  requirem.ents. 


APPENDIX  D 

VITAS 

William  Docktor,  Ph.D.,  Clinical  Pharmacist 

Larry  Holmquist,  M.S.,  Special  Education 

Charles  Horejsi,  D.S.W. ,  Professor  of  Social  Work 


RESUME 


William  J.  Doclctor 
Phone  (406)  243-6495  Office 
(406)  728-2244  Home 

Education: 


600  V-TiitakeT  Dr  Apt  2C 
Missoula,  Montana  59801 


1.  Pharm.  D.      University  of  Michigan 

2.  B.S.  Pharmacy  North  Dakota  State  University 

Professional  Organizations: 

1.  American  Society  of  Hospital  Pharmacists 

2.  Montana  Society  of  Hospital  Pharmacists 

3.  American  Association  of  Colleges  of  Pharmacy 

Professional  Licensure: 


August,  1977 
May,  1974 


1.  North  Dakota 

2.  Indiana 


Employment : 


] .  Assistant  Professor  of  Clinical  Pharmacy 
University  of  Montana,  Missoula,  Montana 
September  12,  1977,  to  present 


59812 


a.  Developing  and  teaching  of  Pharmacy  539  (Therapeutics,  5  hours), 
Pharmacy  507  (  Introduction  to  Clinical  Pharmacy,  3  hours) ,  and 
Pharmacy  508  (  Topics  in  Pharmacy  Practice,  2  hours).   All  of  the 
above  courses  are  required  for  graduation  and  all  are  team-taught 
by  myself  and  one  other  faculty  member. 

b.  Developing,  administrating,  and  supervising  Pharmacy  594  (Extern- 
ship  and  Clinical  Practicum,  15  hours).   This  is  also  a  required 
course  and  involves  practical  experience  for  students  in  hospital 
and  community  distribution  of  drugs  and  direct  patiest  and  direct 
physician  contact  with  the  students. 

c.  Developing  and  providing  drug  information  services,  eventually  to 
the  entire  state  of  Montana. 

d.  Developing  clinical  experience  opportunities  in  local  hospitals 
for  student  experience  during  extemship(Pharmacy  594)  , 

e.  Aid  in  developing  progressive  pharmacy  service  programs  in  local 
hospitals. 

f.  Provide  clinical  pharmacy  services  in  local  hospitals. 


g.   Help  hospital  and  community  pharmacists  who  participate  in  Pharmacy 

594  to  develop  themselves  as  professionals. 
h.   Participate  as  a  member  of  the  continuing  education  committee  of  the 

School  of  Pharmacy  to  develop  programs  to  meet  the  needs  of  Montana's 

Pharmacists. 
1.   Act  as  chairman  of  the  School  of  Pharmacy's  library  committee. 
j.   Act  as  advisor  for  one-half  of  the  fifth  year  pharmacy  class. 

2.  Associate  in  Clinical  Pharmacy 

Washington  State  University,   Pullman,  Washington 
October  1,  1975  to  June  1,  1976 

This  was  a  half-time  faculty  appointment  combined  with  a  residency  in 
clinical  pharmacy.   All  teaching  and  residency  experiences  were  obtained 
in  Deaconess  Hospital,  Sacred  Heart  Medical  Center,  and  Family  Medicine 
Spokane,  all  located  in  Spokane,  Washington. 

a.  .  Teaching  activities  involved  fifth-year  pharmacy  students  during 

their  practical  experience  course:   formal  lectures,  formal  and 
informal  conferences,  rounds,   role  model. 

b.  .  Provide  clinical  pharmacy  services. 

c.  Provide  nursing  inservice  education. 

d.  Provide  formal  conferences  for  medical  interns  and  residents, 
other  pharmacists,  pharmacy  students,  and  physicians. 

3.  Pharmacist 

Osco  Drug  Inc.   Elkhart,  IN  and  Grand  Forks,  ND 
June,  1974  to  September,  1975 

Retail  pharmacy  including  dispensing,  servicing  a  nursing  home  and 
Over-the-Counter  consultation. 


November  9,  1977 


CURRICULUM  VITA  -  CHARLES  R.  HOIiFJSI 

1977 

PERSOMU  DATA 

Current  Position  Marital  Status 

Professor  Married,  June  25,  1960 

Department  of  Social  Work  Three  children 
University  of  Montana 

(406)  243-2841  Hone  Address 

Date  of  Birth  3023  Queen  Street 

Missoula,  Montana  59801 
January  27,  1938  (406)  549-7903 

FORMAL  EDUCATION 

B.S.,  June  1959,  University  of  Nebraska       '  . 

M.S.W.,  June  1961,  University  of  Nebraska 

D.S.W,,  August  1971,  University  of  Denver 

Additional  credits  earned  at  University  of  Chicago,  Summer  1967 

EMPLQYMF.NT  HISTORY 
Full  Time 

September  1972  to  present:  Professor,  Department  of  Social  Work, 

University  of  Montana 
September  1971  to  August  1972:  Associate  Professor,  Graduate  School  of 

Social  Work,  University  of  Nebraska 
September  1969  to  August  1971:  Doctoral  Student,  University  of  Denver 
September  1966  to  August  1969:  Assistant  Professor,  Graduate  School  of 

Social  Work,  University  of  Nebraska 
September  1964  to  August  1966:  Psychiatric  Social  Worker,  University 

Health  Center,  University  of  Nebraska 
June  1961  to  August  1964:  Social  V/orker,  Catliolic  Cliarities  of  Omaha, 

Omaha,  Nebraska 

Part  Time 

March  1971  to  August  1971:  Psychiatric  Social  Worker,  Southeastern 

Colorado  Family  Guidance  Center,  Lanar,  Colorado  (two  days  per  week) 
Summer  1969:  Probation  Officer,  Lancaster  County  Juvenile  Court,  Lincoln 

Nebraska 
Januaiy  1967  to  June  1967:  Social  V.'orker,  Catholic  Social  Service  Bureau, 

Lincoln,  Nebraska  (one  evening  per  week) 
Kby  1964  to  December  1966:  Group  Therapist,  Outpatient  Service,  Mental 

Health  Institute,  Clarinda,  Iowa  (one  evening  per  week) 
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RESEARQI  AND  PROJECT  GRANTS  RECEIVED 


"Training  in  Foster  Care:  Home  Study  Materials  for  Staff  Development 
in  Child  Welfare."  Grant  of  $30,258  awarded  by  the  Department 
of  Health,  Education  and  Welfare;  project  work  to  be  done  during 
1977-1978. 

"Community  Services  for  the  Deinstitutionalized  Child."  Research  grant 

of  $60,183  awarded  by  the  Office  of  Child  Development,  HEIV;  project 
work  conducted  during  1974-1975.  (Note:  the  OCD  Research  and 
Evaluation  grants  on  deinstitutionalization  were  sought  by  a 
number  of  major  universities.  Only  two  were  av;arded,  one  to  the 
University  of  Montana  Department  of  Social  Work  and  one  to  the 
Center  for  Urban  Affairs  at  Northwestern  University,  Illinois.) 

PUBLICATIONS  1970  -  present 

"Pages  from  the  Social  Workers  .Almanac,"  Human  Services  in  the  Rural 
Environment  2 (6) :  16. 

"Deinstitutionalization  for  Mentally  Retarded  Persons  in  Rural  Areas," 
Social  Work  in  Rural  Areas  (University  of  Tennessee),  in  press. 

"Juvenile  Probationers'  Behavior  and  Attitudes  Rating  Scale,"  in  Tests 
and  Measurements  in  Child  Development:  Handbook  II,  ed.  Orval 
Johnson  (Jossey-Bass  Publishers),  in  press. 

"Service  Delivery  in  Rural  Areas:  Context,  Problems  and  Issues," 
Services  for  Developmentally  Disabled  Citizens  in  Rural  Areas 
(Chapel  Hill:  University  of  North  Carolina,  Developmental  Dis- 
abilities Technical  Assistance  System),  in  press. 

"A  Dozen  Helpful  Hints  for  Parents  of  Handicapped  Children,"  (to  be 

published  by  Bozeman,  MT:  Montana  State  University,  Cooperative 
Extension  Service) . 

"The  Cracker  Barrel  Classroom:  Programming  foi"  Continuing  Education  in 
the  Rural  Context,"  (with  Robert  Deaton),  (to  be  published  in  a 
future  issue  of  the  Journal  of  Education  for  Social  Vfork) . 

"A  Mathematical  Presentation  of  the  Motivation,  Capacity  and  O[)portunity 
Constiaict,"  Journal  of  Social  Welfare  3  (Winter  1977). 

"Simulation  Exercises:  l\\'o  Examples  from  the  Social  IVork  Classroom," 
Journal  of  Education  for  Social  Ifork  15  O-inter  1977):  76-82. 
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A  Guide  to  Services  for  Persons  who  are  Developrnentally  Disabled,  (\-n.th 
A.  Berlciey  and  F.  Bcrryman) ,  (Department  o£  Social  Work,  University 
of  ^fontana,  January  1976),  102  pages. 

Deinstitutionalization  and  the  Development  of  Comnainity  Based  Services 
for  the  Mentally  Retarded:  An  Overview  of  Concepts  and  Issues 
(Department  of  Social  V.'ork,  University  of  Montana,  August  1975), 
(ERIC  Document  07  3819),  60  pages. 

Deinstitutionalization  and  the  Development  of  Community  Eased  Services 

for  the  Mentally  Retarded  Youth  of  Western  Montana,  (y'lith  A.  Berkley) , 
"(Department  of  Social  Work,  University  of  Montana,  August  1975) ,  (HIIC 
Document  EC  07  3857),  97  pages. 

"Getting  Help  for  Johnny:  Guide  to  Outside  Referrals,"  Instructor 
(August -September  1975). 

"Sex  Education  in  Small  Groups  for  Engaged  Couples,"  Journal  of  Family 
Counseling  (Fall  1974):  23-27. 

"Training  for  the  Direct -Service  Volunteer  in  Probation,"  Federal 
Probation  (September  1973) . 

"Juvenile  Probationers'  Behavior  and  Attitudes  Rating  Scale,"  A  Sourcebook 
for  Mental  Health  Measures  (Los  Angeles:  Human  Interaction  Research 
Institute,  1973) .  Scale  also  included  in  the  National  Clearinghouse 
for  Mental  Health  Information  Computer  Retrieval  System. 

"Attitudes  of  Parents  Toward  Juvenile  Court  Volunteers,"  Federal  Probation 
(June  1972). 

"Unhappy  Experiences  with  Volunteers,"  Volunteer  Administration  (J-Iarch  1972). 

"Parents'  Perceptions  of  the  Effect  of  Volunteers  on  Juvenile  Probationers," 
abstract  in  Social  Ser^/ice  Review  (September  1972) .  Also  in 
Volunteers  in  the  Correctional  Spectrum:  An  Overview  of  Evaluation, 
Researdi  and  Surveys,  ed.  EiTiest  Shelley  (Boulder,  CO:  i\'ational 
Information  Center  on  Volunteers  in  Courts,  1971). 

Consultation:  A  Review  of  the  Literature,  (ivrith  P.  Obom,  G.  Hanson, 

S.  Henry,  R.  Ryan,  B.  Schaefor,  L.  V/anberg,  D.  Jentsch) ,  (University 
of  Denver,  Department  of  Sociology,  1971) . 

FQRVLU  PAPERS  PRESENTED 

"The  Field  of  Developmental  Disabilities:  Oi-^erlookcd  and  Underrated 

Opportunities  for  Social  Work,"  paper  to  be  presented  at  the  Fifth 
Biennial  National  Association  of  Social  Work  Professional  Symposium, 
San  Diego,  California,  November  19-22,  1977. 
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"Client  Services  Coordination  Training  and  Retraining  for  Social  Workers 
in  Rural  Areas,"  paper  presented  at  the  National  Institute  on 
Social  Work  in  Rural  Areas,  Madison,  Wisconsin,  July  18-21,  1977. 

"Recruitment  of  Foster  Homes  for  Children  who  are  Developmentally 

Disabled:  A  Background  Paper,"  presented  at  workshop  sponsored 
by  Developmental  Disabilities  Division,  tontana  Department  of 
Social  and  Rehabilitation  Services,  Fairmont  Hot  Springs,  Montana, 
March  31,  1977  (26  pages). 

"Applications  of  the  Nonnalization  Principle  in  the  Human  Services: 

Implications  for  Social  Work  Education,"  paper  presented  at  the 
1977  Annual  Program  Meeting  of  the  Council  on  Social  Work 
Education,  Phoenix,  Arizona,  February  1977  (15  pages). 

"Service  Delivery  in  Rural  Areas:  Context,  Problems  and  Issues,"  paper 
presented  at  the  Workshop  on  Services  for  Developmentally  Disabled 
Citizens  in  Rural  Areas,-  San  Francisco,  California,  September  16-18, 
1976  (18  pages). 

"Deinstitutionalization  for  Mentally  Retarded  Persons  in  Rural  Areas," 

paper  presented  at  the  Summer  Institute  on  Social  Work  in  Rural  ^ 
Areas:  Preparation  and  Practice,  University  of  Tennessee,  -  C 
Knoxville,  Tennessee,  July  13-16,  1976  (14  pages). 

"Social  Work  in  the  Field  of  Mental  Retardation:  A  Centennial  Lecture," 
special  invitational  presentation  at  the  100th  Annual  Meeting  of 
the  American  Association  on  Mental  Deficiency,  Chicago,  Illinois, 
May  30-June  4,  1976  (20  pages). 

"Some  Fundamental  Considerations  in  Planning  Services  for  Rural  Areas," 

presentation  at  the  100th  Annual  Meeting  of  the  American  Association 
on  Mental  Deficiency,  Chicago,  Illinois,  May  30-June  4,  1976 
(9  pages). 

"Historical  Perspectives  on  Public  Response  to  Dependence  in  the  United 
States,"  paper  presented  at  conferences  on  the  Right  to  Live 
Independently,  in  Dillon,  Miles  City  and  Ha^Te,  Montana.  Sponsored 
by  Montanans  for  Independent  Living  and  funded  in  part  by  the 
Montana  Committee  for  the  Humanities,  April  1976  (10  pages). 

"Deinstitutionalization  for  Mentally  Retarded  Persons:  Implications  for 
Social  Work  Education,"  paper  presented  at  the  22nd  Annual  Program 
Meeting,  Council  on  Social  Work  Education,  Philadelphia,  Pennsyl- 
vania, Februai^  29-March  3,  1976  (25  pages). 
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"The  Cracker- Barrel  Classroom:  Prograjnmlng  for  Continuing  Education  in 
the  Rural  Context,"  (with  Robert  Deaton) ,  paper  presented  at  the 
21st  Annual  Program  Meeting  of  the  Council  on  Social  Work  Education, 
Chicago,  Illinois,  March  2-5,  1975  (18  pages). 

"Continuing  Education  and  Staff  Development  in  Public  Vtelfare,"  paper 
presented  at  the  Mountain  States  Regional  Conference  of  the 
American  Public  Welfare  Association,  Great  Falls,  Montana,  June  2-4, 
1974  (7  pages). 

."Staff  Interaction  vdth  the  Dying  Patient's  Family,"  paper  presented 
.  at  the  Montana  League  for  Nursing,  Conference  on  Death  and  Dying, 
Missoula,  Montana,  .^ril  1974  (10  pages) . 

"Homemade  Simulations:  Three  Examples  from  the  Social  Work  Classroom," 
paper  presented  at  the  20th  Annual  Program  Meeting,  Council  on 
Social  Work  Education,  Atlanta,  Georgia,  March  10-13,  1974  (30 
pages). 

"Understanding  Human  Behavior,"  one-day  presentation  at  New  Careers 
Program,  Nebraska  Department  of  Labor,  1972. 

"Marriage  Counseling,"  one-day  presentation  at  the  25th  Annual  Nebraska 
Social  Work  Institute,  1968. 

"Stress  and  the  College  Student,"  paper  presented  at  the  Central  United 
States  Regional  Meeting  of  the  American  College  Health  Association, 
Lincoln,  Nebraska,  1966. 

"Role  Theory  for  Social  Workers,"  paper  presented  to  the  Qnaha  Chapter 
of  the  National  Association  of  Social  Workers,  1964. 

"Disease  Concept  of  Alcoholism,"  paper  presented  to  the  Qnaha  Chapter 
of  the  National  Association  of  Social  Workers,  1963. 


EXAMPLES  OF  CONTINUING  EDUCATION  ANT)  EXTENSION'  ACTIVITIES 

"Foster  Care:  Making  it  Work,"  three  2-day  workshops  presented  in 
Billings,  Great  Falls  and  Glasgow,  1976-1977. 

"Behavior  Management  and  Do velopmen tally  Disabled  Persons,"  two  2-day 
SRS  workshops.  Miles  City  and  Billings,  1976. 

"Placement  Work  in  the  Field  of  Developmental  Disabilities,"  S-day 
workshop  in  Missoula,  November  197S. 
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"Seminar  on  Marriage  aiid  I'iunily  Counseling,"  joint  listing  as  Social 
Work  489  and  Education  494,  in  Poison,  1974  (3  credits). 

"Advanced  Social  Work  Intervention:  Marital  and  Family  Therapy," 
taught  jointly  with  Dr.  Fred  Weldon  and  Mrs.  Helen  V/atkins, 
Social  Work  560,  1974  (4  credits). 

"Community  Development,"  2-day  workshop,  Helena,  1974. 

"Rural  Social  Services,"  3-day  workshop  taught  mth  Albert  and  Jo  Anne 

Mermelstein,  visiting  faculty  from  the  University  of  Missouri,  1974. 

"Introduction  to  Social  Welfare,"  course  taught  to  Montana  State  Prison 
personnel  in  Deer  Lodge,  1973  (5  credits). 

F.XAMPLES  OF  PROFESSIONAL  AND  Ca>MUNIIY  ACTIVITIES 

Consultant  on  Foster  Care  to  Developmental  Disabilities  Division, 

Montana  Department  of  Social  and  Rehabilitation  Services,  1977. 

Consultant  to  Developmental  Disabilities  Training  Institute,  Helena,       ( 
Montana,  1976. 

Consultant  to  Comprehensive  Development  Center,  1973-1976. 

Member,  Human  Rights  Committee,  Boulder  River  School  and  Hospital,  1975- 
1977. 

Member,  panel  discussion  on  "Developmental  Disabilities  and  Mental  Health," 
Montana  League  for  Nursing,  23rd  Annual  Convention,  Missoula,  Montana, 
May  1975. 

Moderator,  panel  discussion  on  "Accountability  in  the  Human  Services," 

Conference  on.  AccoiLn Lability:  The  People's  Right  to  Know,  sponsored 
by  the  Montana  Association  for  Social  Concerns,  et  al.,  April  28-30, 
1975,  Bozeman,  Montana. 

Provided  consultation  to  Montana  Department  of  Fish  and  Game  concerning 
survey  of  utilization  of  outdoor  recreation  facilities  by  persons 
with  handicaps,  1976. 

Member,  panel  discussion  on  Montana's  Institutions,  sponsored  by  the 
Montana  Committee  for  the  Humanities,  Januai'y  1975. 

Member,  Region  V  Council  on  Developmental  Disabilities,  1974.  ^ 
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Made  presentations  before  numerous  groups  and  organizations  (Ravalli 

County  Grange,  Flathead  County  Association  for  Retarded  Citizens, 
Ravalli  County  Association  for  Retarded  Citizens,  Lalce  County 
Association  for  Retarded  Citizens,  etc.))  1974-1976. 

KGVO-TV  interview  on  institutional  care  for  the  mentally  retarded, 
August  1974. 

Member,  Board  of  Directors,  Missoula  4C's. 

Member,  Creighton-Nebraska  Universities  Health  Foundation  Task  Force 
on  the  "Future  of  Boys  Town  Nebraska,"  1972. 


PROFESSIOI^JAL  RECOGNITION 

I  was  invited  by  the  Board  of  Directors  of  the  American  Association  on 

Mental  Deficiency  to  present  the  Centennial  Lecture  on  Social  Work 
in  the  field  of  Mental  Retardation  at  the  100th  Annual  Meeting  of 
the  AAMD.  One  member  from  each  of  the  various  professional 
disciplines  in  A'V-D  (medicine,  psychology,  education,  speech 
therapy,  etc.)  ivas  selected  to  present  a  centennial  lecture.  Thus, 
I  was  tlie  one  social  worker  in  the  United  States  selected  to  make 
the  presentation. 


PROFESSIONAL  ASSOCIATIONS 
National  Association  of  Social  Workers 
American  Association  on  Mental  Deficiency 
Academy  of  Certified  Social  Workers 
National  Association  for  Retarded  Citizens 
Montana  Association  for  Retarded  Citizens 
Council  on  Social  Vfork  Education 


RESUME 

LARRY  MUNRO  HOLMQUIST 
1409  Fifth  Avenue  South 
Bozeman,  Montana   59601 


PERSONAL 

Born:   July  5,  1941 

Height  £  Weight:   5  '  8 "  ,  155  lbs 

Health:  Excellent 

EDUCATIOfJ 


Married:   Wife,  Muriel;  Son,  Bjorn,  Daughter,  Anika 
Special  Interests:  Hunting,  fishing,  skiing, 

carpentry  and  youth  work 


Wilmar  High  School  -  Willmar,  Minnesota  -  Graduated  1959 

St.  Cloud  State  College  -  St.  Cloud,  Minnesota  -  1959-1964    B.S.  Elementary  Education 

Yeshiva  University  -  New  York  City,  New  York  -  1964-1965    Fellowship  PL  88-164  - 

M.S.  Special  Education  -  Mental  Retardation  and  Emotionally  Disturbed  Children 
University  of  Minnesota  -  Mineapolis,  Minnesota  -  Selected  graduate  courses  in 

Special  Education 

EXPERIENCE 


Director  of  Special  Education,  Montana  Regional  Services,  Belgrade  Public  Schools, 

Belgrade,  Montana  -  1977-Present 
Supervisor  of  Special  Education,  Office  of  the  Superintendent  of  Public  Instruction, 

State  of  Montana,  Helena,  Montana  -  1973-1977 
Consultant  -  Mental  Retardation,  State  Department  of  Education,  St.  Paul,  Minnesota  ■ 
Off-Campus  Instructor  -  Mankato  State  College,  Mankato,  Minnesota  -  Fall  1971  -  Winter  1972 
Work  Evaluator  -  Vocational  Training  Project  -  Portland,  Oregon  -  Title  III  Project  1970-1971 
Assistant  Director  -  East  CSRC*  -  St.  Paul,  Minnesota  -  1968-1970 
Pre-Voca t i onal  Instructor  -  CSRC*  -  MlRn:tonka,  Minnesota  -  1955-1968 


1971-1973 


*CSRC  -  Cooperative  School  Rehabilitation  Certer.   This  is  a  school  which  was  started 
in  1965  under  a  VRA  Grant  -  Project  R.D.  1810,  as  a  research  and  demonstration 
project.   A  complete  public  school  and  vocational  training  program  was  developed 
for  EKR  and  THR  adolescents  and  serving  the  entire  Twin  Cities  Metropolitan  area. 


Teacher  -  Fifth  Gradi 


Great  Falls,  Montana  -  March  1964-Jjne  1954 


^NVENUONS 

Money  Trainer  -  Teaching  device  designed  to  teach  children  how  to  count  money  and  make 

change.   Patent  #3690017.   This  device  is  manufactured  and  distributed  by  the  inventor, 

l£i£i*t_£i!£ii£lIi£^S  -  Papers 

S££C  j^£j__E  du£a  t^i^££_F  i_na^ji£e  -  Published  in  1976  by  Minneapolis  Public  Schools  as  part  of 

a  conference  report. 
The  following  were  included  in  the  final  report  for  Project  R.O.  1810  -  G,  1970, 

Interdistrict  School  Rehabilitation  Program  for  Less  Ablf  Retarded  Adolescents  (CSRC): 

Money  Trainer  -  Describes  a  method  and  apparatus  devised  to  teach  counting  money 

and  making  change. 

Telling  Time  Workbook  -  Describes  a  method  of  teaching  the  telling  of  time. 

_Ill^°££il£"li_l£illlAll9_l££_l!iSll_l^£_I_Ji£^_i^^  •   Paper  presented  to  American  Association 
of  Mental  Deficiency  and  describes  the  CSRC  program.   Washington,  D.C.  1970. 

l£££iii_H££lil££_Il££££l •   Fifth  Annual  Invitational  Conference  on  Leadership  in  Special 
Education  Programs,  Minneapolis  Public  Schools,  Minneapolis,  Minnesota,  November  1975. 


